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HYDATID DISEASE: ERRORS IN TEACHING AND PRACTICE 
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Hydatid Research Committee 


The varied manifestations of hydatid infection are 
oft-times puzzling, and many are the mistakes that I 
myself have made, though I have given more attention 
than most to the study of this remarkable parasitic 
disease ; and many are the mistakes that 1 have noted 
in the practice and in the literary contributions of others. 
I want particularly to stress the point that there are 
many errors, some of them serious, in the condensed 
teaching given in even the latest editions of those very 
textbooks which by reason of their general excellence 
have attained deserved popularity in the medical schools 
of the British Empire. This remark does not apply to 
the larger books of reference where the chapters on 
hydatid disease are written by experts. 

Here in New Zealand and in certain other parts of the 
British Empire where sheep and dogs abound, such as 
Australia and South Africa, hydatid disease is of common 
occurrence, though not quite the plague it is in Argentine 
and Uruguay: and if hydatid errors are frequent with 
us it is not to be wondered at that similar and perhaps 
worse errors are made by practitioners in other parts 
of the British Empire who only rarely have to deal with 
hydatid patients. It is in the hope of checking the per- 
petuation of some, at any rate, of these errors that this 
paper is written. Aiming at clarity, I have myself drawn 
the accompanying line diagrams as if on a blackboard 
for a class of students. Although sketchy, these  illus- 
trations are not imaginary, but are all founded on 
actualities, 


Errors in Names and Definitions 


The word “hydatid” derivatively means watery, and, 
Strictly speaking, is an adjective and not a noun. A purist 
Would not say, for example, “ The patient has a hydatid 
of the lung,’ or “ The surgeon operated on a case of 
hydatids *; but desire for brevity, and long usage, con- 
dones such grammatical lapses. Confusion has in a few 
Instances arisen from the fact that the term “ hydatid” 
is not restricted to the parasitic malady—for example, a 
chorionic tumour of the uterus is sometimes called a 
hydatid mole, and a vestigial remnant in the epididymis 
IS known as the hydatid of Morgagni. I was once asked 
by an old Edinburgh colleague if 1 knew that Sir Walter 
Scott, who was notoriously fond of dogs, had suffered 


from hydatids of the brain. I replied in the negative, and 
he then referred me to Lockhart’s classic biography. I 
found that the term “hydatid” had been applied to cer- 
tain oedematous buibous distensions of the fringes of the 
choroid plexus by the doctor who described the post- 
mortem examination made on Scott’s body. There was, 
however, absolutely nothing to indicate that these had 
a parasitic origin. 


Errors contributing to the Spread of Hydatid Disease 


Among the people generally, and not only the laity, 
there is considerable ignorance and misunderstanding 
regarding the life-cycle and the biological features of the 
hydatid parasite of the dog, Echinococcus granulosus 
(Taenia echinococcus), and the cysts it gives rise to in 
human beings and farm animals. Most of the dog-owners 
in rural districts follow the reprehensible custom of 
feeding their dogs on raw ofial. This is a grave mistake, 
because the liver and lungs of sheep in a large proportion 
of cases harbour the hydatid parasite in the form of 
cysts, swarming with scolices, which if eaten raw by a 
dog (or dog-like animal such as jeckal, wolf, fox, etc.) 
develop in its intestine into the minute but numerous 
hydatid tapeworms. Subsequently myriads of hydatid 
Ova are scattered far and wide in the trampled, pulverized, 
and wind-blown droppings of the dog, and these ova, 
if swallowed by farm animals or by human beings, give 
rise to hydatid cysts. It is a common mistake to think 
that these cysts, so ofien seen in the liver and 
(plucks) of sheep and cattle, are dangerous if eaten by 
human beings or by any other animal than the dog. 
Moreover, it is not generally recognized that cooking 
dogs’ meat absolutely destroys all danger of infection. 
Immersion for a few minutes in boiling water suflices. 
The dog is a friend of man; in a pastoral country he is 
indispensable as an intelligent and faithful worker, and 
in the town he may be a watchful guardian or an amusing 
though often pampered playmate. 


lungs 


But the dog is a wormy creature and is very liable 
to hydatid infection if fed on the raw liver or lungs 
of sheep that harbour hydatid cysts. Town dogs are not 
so fed, and are therefore not a danger in so far as the 
spread of hydatid disease is concerned ; but country dogs 
are very much so. Dogs commonly harbour various 
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parasitic worms in their intestines—some of them many 
feet long, some, like the echinococcus, tiny but numerous 
—and it is a mistake to leave them untreated. They 
should be given the appropriate vermifuge (arecoline 
hydrobromide is the best we know at present) periodically 
and with all due attention to detail. 

Parasitic cysts are often noted in the bodies of rabbits, 
but these are not of the hydatid variety. Rabbits are 
really very resistant to hydatid infection, and it is a 
common mistake to think that they play any part worth 
considering in the spread of hydatid disease. The same 
remark applies to cats. 

It is a traditional belief that hydatid cysts in human 
beings most commonly result from drinking water or 
eating watercress, lettuce, or other uncooked vegetable 
that has been open to pollution by dogs. This is an 
error. Infection may conceivably occur in this way, but 
it is not at all likely. Sheep and cattle swallow hydatid 
ova with the grass they eat: but in human beings, espe- 
cially children, the usual patting, 
caressing, and playing with a dog. whereby the hands 
become contaminated with hydatid ova, which, with 
trampled faecal dust, adhere to the paws and hairy parts 
of the dog’s body; (2) putting the fingers in the mouth 
and so conveying the ova to the alimentary canal— 
according to Dévé of Rouen hydatid disease in human 
beings is one of the maladies of dirty hands. It must 
be borne in mind that children are very susceptible to 
worm invasion—much more so than adults—and_ the 
great majority of hydatid patients. even those of middle 
age or older, have actually become infected in childhood. 
As Dew of Sydney and others have remarked. a hydatid 
cyst is in most cases nearly as old as the patient. 


sequence is: (1) 


Errors in Description 


The names of certain biological features of the hydatid 
Parasite are sometimes confused in textbooks and case 





Fic. 1.—The adult hydatid worm Echinococcus granulosus 
(Taenia echinococcus}. Slightly magnified. Its actual length is 
only 4 to 6 mm., but a dog may harbour hundreds or even 
thousands. 





Fic. 2.—Echinococcus ovum, much magnified. Long 
diameter about 40 «. The contained hexacanth embryo is 
about half this size 

records. The hexacanth embryo. for example, which 
under suitable conditions changes into a cyst, is the direct 
offspring of the hydatid tapeworm and is quite a different 





thing from the much larger scolex or future tapeworm 
head, which is the offspring of the hydatid cyst (Figs. 1, 2, 
3, 4, and 5). Much confusion, too, is noted in the naming 
of the different constituents of the hydatid cyst envelope, 
There are two closely united layers which belong to the 
parasite and constitute the hydatid membranes. The thin 
delicate internal protoplasmic germinal layer resembling wet 
tissue paper is the endocyst. The thick laminated hyaline 
outer layer resembling hard-boiled white of egg is the 





Fic. 3.—Scolex (with head invaginated), much magnified; 
long diameter about 185 u. 





Fic. 4.—Scolex (with head evaginated); long diameter about 
240 uw. Six times as large as an ovum. It is just visible to 
the naked eye on dark background with good lighting. 





Fic. 5.—Brood capsule or group of scolices. Slight magnifica- 
tion. Easily visible to the naked eye. 
ectocyst. Surrounding the hydatid membranes is a fibro- 
cellular capsule sometimes erroneously spoken of as 
ectocyst. This is the adventitia or pericyst, which 1s 
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formed by the tissues of the host and which kas no 
organic connexion with the hydatid membranes (Fig. 6). 





Fic. 6.—Diagram of the structure of a typical uncompli- 
cated hydatid cyst of the liver. 

(1) Hydatid fluid and one or two daughter cysts. (2) Hydatid 
sand that has fallen by gravity to the bottom of the sac 
(brood capsules, scolices, hooklets, and debris). (3) Endocyst: 
the thin germinal protoplasmic layer (resembling wet tissue 
paper). (4) Ectocyst: the thick laminated hyaline layer (resem- 
bling hard-boiled white of egg). (5) A potential space. (6) 
The adventitia or pericyst (the fibrocellular capsule that 
belongs to the host). (7) Liver substance. 


Errors in Diagnosis 


These are common, far too common, and mostly because 
the possibility of the patient’s troubles being due to 
hydatids does not enter the doctor's head. The hydatid 
conscience, which should be alert, at any rate in the 
so-called hydatid countries, is dormant. With the help 
of x-rays, particularly useful in lung cases, and of 
the Casoni skin test and the complement-fixation blood 
reaction, the margin of diagnostic error nowadays ought 
not to exceed 10 per cent. at the outside. In the days 
when these aids were not available the true diagnosis was 
missed in quite half the cases. 

I operated on my first hydatid patient, a boy aged 4, 
in 1892. This was before the days of x-ray and labora- 
tory aids. The patient died. I had diagnosed and 
treated reasonably well a large cyst of the liver, but 
had failed to diagnose cysts in both lungs, the one at 
the right base suppurating badly. The necropsy taught 
me a lesson: but, even so, in my wide experience since 
then of many hundreds of cases, diagnostic errors have 
occurred from time to time. What with my own cases, 
the cases i have seen in the practice of others, the case 
records | have gathered and analysed for the Hydatid 
Registry of the Royal Australasian College of Surgeons 
(these amounting at the moment to over 1,400), and the 
cases I have read about in the literature, I could quote 
not merely a few diagnostic errors but actually hundreds 
of them—some commonplace, some remarkable, and 
some dramatic. Here are two more examples of my own 
diagnostic surprise packets. 

I was giving at the Dunedin Hospital a clinical demonstra- 
tion to senior students on surgery of the breast, and I 
described, with illustrative cases, inflammatory swellings and 
Malignant and benign tumours. The last case I showed | 
spoke of confidently as a typical instance of fibro-adenoma. 
There could be no doubt about it: “all the signs and 
symptoms leapt to the eye.” There and then I proceeded to 
Operate upon it, and to my embarrassment and to the 
onlookers’ amusement my incision revealed a hydatid cyst. 

On another occasion I remember | diagnosed with similar 
conviction a case of abdominal nodulation, ascites, and mild 
Pyrexia in the children’s ward as tuberculous peritonitis. 1 


rather scouted the idea of it being hydatids or anything else, 
but operation revealed the presence of multiple secondary 
cysts and much fluid in the abdomen, all the restlt of a 
leaking primary hydatid cyst of the liver. 

Liver Cysts —These form 70 per cent. or more of the 
cases seen in practice, and are usually correctly diagnosed 
when they show as rounded swellings bulging abdominally, 
but the cysts that involve the region of the dome are 
responsible for frequent errors. It is in this location that 
hydatid cysts are likely to grow and expand thoracically 
for years without calling much attention to their existence, 
and, as Dévé has shown, it is here that leakage of 
hydatid material into one of the larger bile ducts is most 
likely to occur, giving rise to a recurring syndrome of 
biliary colic and obstructive jaundice. Consequently the 
diagnostic label of gall-stones is affixed and in due course 
a laparotomy is performed. Even then the truth, or the 
whole truth, may not be revealed. The gall-bladder may 
be unhealthy, may actually contain gall-stones, and the 
common bile duct may be distended ; the operator limits 
his attentions to these things and fails to recognize the 
hydatid cyst located higher up in the liver. This is an 
error that is all too common. Biliary colic and jaundice, 
particularly in people below middle age, should always 
raise in the clinician’s mind a suspicion, at any rate, of 
a hydatid cyst deep in the liver, which has leaked into one 
of the larger bile ducts. An item of diagnostic investiga- 
tion in this connexion that is often neglected but which 
may give conclusive information is the so-called 
 tamisage,” by which is meant thorough washing, sieving, 
and inspection of the patient’s stools. The finding of a 
fragment of hydatid material, usually quite easily recog- 
nizable, would be a clue to clinch the diagnosis. 

I could write at considerable length on other errors of 
diagnosis between hydatid cysts and liver troubles of 
various kinds, malignant and benign, but space does not 
permit. Before leaving the subject, however, there are 
two points I wish to mention because they are of some 
value and are hardly if at all referred to in the textbooks. 
(1) One-sided bulging of the lower thorax is more often 
than not the result of a liver cyst pressing upwards and 
outwards, rather than a lung cyst pressing downwards and 
outwards. This observation can be confirmed by radio- 
logical findings. (2) Enlargement of the liver in the left 
hypochondrium may really be caused by a hydatid cyst in 
the right lobe, the swelling in the left lobe resulting from 
compensatory hypertrophy (Fig. 7). 

Lung Cysts.—Over and over again even nowadays one 
comes across instances where patients with deep-seated 
lung cysts, so commonly associated with cough and 
haemoptysis, have been treated for long months, and even 
for years, as cases of pulmonary tuberculosis. In most 
of these cases the true nature of the infection is sooner 
or later revealed by x-ray examination and laboratory 
tests, but in some it is the patient himself who puis the 
correct label on his own ailment by coughing up unmis- 
takable hydatid material. The typical rounded clearly 
defined x-ray shadow of an unruptured lung cyst is ot 
course strongly suggestive, but leakage and collapse of the 
cyst, or the association of coexisting pleural effusion or 
of lung consolidation, may puzzle even skilled radiologists 
and lead to errors in diagnosis. Moreover, it is often a 
difficult matter to differentiate the shadow of a hydatid 
cyst from that of a pulmonary cancer or of a thoracic 
dermoid. A peculiar error that I have seen perpetrated on 
more than one occasion is to regard as hydatid cyst 
contour the curved shadow sometimes thrown on the 
x-ray film by the female breast. 
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Hydatid Disease in Bone.—This is fortunately not a 
very common location (1 per cent. fairly represents its 
comparative frequency). I say “fortunately ~ because 
after years of insidious infiltration and after further years 
of futile treatment for such wrongly diagnosed troubles 
as rheumatism or tuberculous osteitis the hydatid invasion 
in most cases becomes so widespread and so deeply 





Fic. 7.—Large cyst of dome of liver which may have veen 
growing for years and yet escaped observation. Note the 
bulging of the right lower thoracic region and also the hyper- 
trophy (compensatory) of the left lobe of liver. 


entrenched that it is impossible to oust it. In several 
cases [ know of, the true diagnosis was made only when 
suppuration and sinus formation occurred and hydatid 
material was recognized in the discharge. Early cases can 
be cured by thorough local curettage ; late cases call for 
extensive excisions of bone, perhaps amputations, and 
even then recurrences are only too likely to bring about a 
fatal termination. 

Hydatid cysts of the brain, also fortunately among the 
rarities, are usually first diagnosed on the necropsy table. 
This is a great pity, because in the early stages they are 
more amenable to surgical treatment than most other 
intracranial swellings. I have myself operated on only 
two cases of cerebral hydatid cysts. Both patients are 
alive, but defective vision and spastic locomotion persist. 
Both had been treated medically for years under a wrong 
diagnosis. 


Errors in Laboratory Diagnosis 


It is a mistake to attach importance to minor increases 
in the eosinophil count. Only when this exceeds 5 per 
cent. is it worth considering, and even then it is by no 
means conclusive. It is also.a mistake to regard a negative 
Casoni or negative complement-fixation test as proof 
positive that the patient is not harbouring a hydatid cyst. 
Apart from possible errors in technique, quality of antigen 
used, and so forth, it is quite common to get negative 
results, especially in early uncomplicated cases, owing 
to lack of antibody production. On the other hand, a 
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positive Casoni test properly carried out, or a definitely 
positive complement-fixation test, is conclusive of hydatid 
infection. 


Errors regarding Hydatid Thrill and Fluctuation 


Hydatid thrill is still described by some writers as of 
fairly common occurrence, whereas it is extremely rare— 
that is, the true thrill or fremitus, as distinguished from 
ordinary fluctuation. The genuine fremitus is a rather 
prolonged hairspring sort of vibration due to the shaking 
within a lax mother cyst of loosely packed daughters, 
and can only be elicited indubitably in about 1 per cent. 
or less of the cases investigated. When it does occur it 
is pathognomonic (Fig. 8). Even the ordinary sign of 
fluctuation, such as one obtains in ovarian cysts, hydro- 
nephrosis, ascites, and so on, is by no means common in 
hydatid cysts, except in those with diminished intracystic 
pressure, due to some degeneration, injury, or other com- 
plication. The typical hydatid cyst in its earlier years is 
of a tense elastic consistence, owing to its high intra- 
cystic pressure, and ordinary fluctuation is not then 





_ Fic. 8.--Cyst which manifested the indubitable hydatid 
fremitus. The cyst was close under the parietes, rather lax, 
and contained only a few daughters. 
obtainable. I have come across several instances where 
this high-tension feature, though quite obvious on palpa- 
tion, has not been appreciated, and where hydatid cysts 
superficially located have been erroneously diagnosed as 
sebaceous or lipomatous swellings. 


Exploratory Puncture Errors 


Tapping a hydatid cyst with trocar and cannula has long 
gone out of fashion as a method of treatment, and rightly 
so, because it is unreliable and may be calamitous ; but 
the use of the exploring needle pushed through the 
unbroken skin as a means of diagnosis is still occasionally 
resorted to. This is all very well when cysts are located 
in fascia or muscles, but it is a grave error where the 
thoracic or abdominal cavities are concerned. Only when 
the cyst is actually exposed in the field of operation should 
any puncture be made into it. Otherwise hidden leakage 
from the tensely filled cyst may escape through the needle 
hole into the adjacent spaces and may cause serious 
troubles of various kinds, such as acute and even fatal 
anaphylaxis and toxaemia, or dissemination of scolices 
with the subsequent development of secondary cysts, as 
proved experimentally long ago by F. Dévé. Tapping 
may also precipitate the occurrence of rupture or leakage 
of a pulmonary cyst into a bronchus or of a liver cyst into 
a bile duct with perhaps alarming effects, sometimes imme- 
diate, sometimes later in development, as a result of septic 
infection from bronchial mucus or from bile. Puncture 
may fail to draw fluid, especially in an old degenerated 
cyst crammed with daughters, owing to the needle 
becoming blocked by thick hydatid material. 
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If fluid ts withdrawn from a high level in the cyst 
cavity and on examination no scolices or hooklets are 
found, it would be a mistake forthwith to rule out the 
diagnosis of hydatid cyst. Scolices and hooklets are com- 
paratively heavy and sink to a dependent position in the 
cyst, and the exploratory puncture technique, if used at 
all, should be modified accordingly (Fig. 9). 





Fic. 9.—Univesicular cyst of lung. This is sometimes mis- 
taken for pleuritic effusion, and the error may persist after 
microscopical examination of the fluid, because the tell-tale 
scolices or hooklets fall by gravity to the bottom of the cyst 
and may not be reached by the aspirating needle. 


Errors in Prognosis 


Apart from the deadly possibilities of severe sepsis, the 
prognosis in a hydatid case, not operated on, is not so 
hopeless as many imagine. The majority of patients with 
deep-seated cysts ot the lung cure themselves by coughing 
up every trace of the parasitic invader. In rare cases a 
corresponding evacuation of-a liver cyst per anum may 
take place and there have been other weird spontaneous 
evacuations and cures recorded. The slowness of growth 
and the generally good behaviour of most cysts are not 
sufficiently recognized. Infection usually takes place in 
childhood ; a cyst or cysts form and grow, but so slowly 
and insidiously that no trouble is caused and no medical 
advice sought until perhaps twenty or thirty years later. 
In many cases, too, a hydatid cyst in the course: of time 
ceases to grow: there is some defensive reaction in the 
host which destroys its vitality, and it may remain harm- 
lessly embedded and unsuspected until the patient dies 
of something else and a post-mortem examination happens 
to be made, when an old degenerated and calcified cyst 
is discovered as a sort of extra. 

When a liver cyst leaks or ruptures into the abdominal 
cavity—a common enough occurrence, though not always 
one of the ill effects produced is a widespread 
dissemination of scolices which may give rise to multiple 
but not all the scolices develop thus, 
and of those that do many soon wither and die. These 
aborted cysts may sometimes be seen dotted over the 


recognized 


secondary cysts : 
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peritoneum like little tuberculosis nodules (* pseudo- 
tuberculose hydatique ” of Dévé). 

The prognosis in cases of multiple abdominal cysts is 
not so bad as it is painted. I have several records where 
patients have been operated on twenty times or more, 
and have lived on to an active old age. 


Errors in Treatment 


Total excision of a hydatid cyst plus its adventitia is 
recommended by some authors and by many surgeons as 
the ideal procedure. This is a mistake, and may be a very 
serious one. The adventitia belongs to the host, and in 
the great majority of cases it is best left to the host to 
take care of. Its removal by dissection may be a difficult 
and time-consuming process, but worse than that is the 
danger of haemorrhage, a danger that is very real in the 
case of cysts embedded in the lung, liver, mesentery, cr 
pelvis. Only those cysts which are pedunculated or semi- 
pedunculated, or superficially situated so that haemorrhage 
can easily be controlled, should be so dealt with (Figs. 





Fic. 10.—A deeply embedded cyst of the liver. It is 
error to attempt complete resection of such a cyst plus 
adventitia. 





Fic. 11.—Pedunculated or semi-pedunculated cyst of liver, 
the kind that may be suitable for complete resection plus the 
adventitia. 

10 and I1). As I have indicated already, it is a mistake 
to think that it is necessary to operate on every hydatid 
cyst that is diagnosed. Expectant treatment is preferable, 
for example, provided there is no serious sepsis causing 
trouble, in such cases as a deep-seated lung cyst, because 
it is likely to cure itself by vomica, or in an old calcified 
cyst of the liver because it is not likely to do any harm 
it left alone. 

In operating on lung cysts it is a mistake to think that 
contamination of the pleural cavity can be easily avoided 
by suturing the visceral and parietal layers of the pleura 
together. These layers are far too flimsy to withstand 
the strains imposed. It is safer to secure good contact 
between layers by operating intratracheal 
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anaesthesia, or, alternatively, adopting the two-stage tech- 
nique. Where there are bilateral pulmonary cysts it 1s 
a mistake to operate on both lungs at the one sitting. 
This has proved to be far more dangerous than an 
adjournment. 


Errors in the Use of Formalin 


It is well known that recurrences in or about the 
operation area sometimes take place after removal of a 
hydatid cyst. This is because living scolices or small 
daughter cysts have not been completely evacuated or have 
been spilt over the adjacent tissues. Dévé described a 
reliable technique (formolage) for the prevention of this 
trouble, recommending the use of a solution of formalin 
not stronger than 2 per cent. (Fig. 12). Much stronger 


FORMALIN 
2 PER CENT 





Fic. 12.—Diagram illustrating in simple fashion Dévé’s 
** formolage.” 


solutions than this are sometimes advised, and this I think 
is a mistake, and can be a serious one. Strong formalin 
can not only be very irritating and toxic but it has a 
peculiar hardening and necrotic effect on the tissues that 
interferes with rapid healing. I have records of two cases 
in which formalin too liberally used was believed to have 
actually caused the patient’s death. 

Lung cysts should never be injected or douched with 
formalin solution, because if a bronchial fistula is present 
and it often is present—obvious trouble, and maybe 
very serious trouble, will arise. The use of even dilute 
formalin solution in lung cysts should be restricted to 
cautious swabbing of the interior after evacuation of the 
contents. 
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Errors regarding Multiplicity 


It is a mistake not to bear in mind that there may be 
more cysts present than one. Multiplicity is really very 
common. Primary cysts are multiple in quite 25 per 
cent. of cases. Also, if a cyst is found in the pelvis or 
lower abdomen, think of the likelihood of it being 
secondary to a primary cyst of the liver and make a gentle 
but thorough search accordingly (Fig. 13). Sometimes one 





Fic. 13.—Cysts located in pelvis or scattered in the abdomen 
are almost always secondary to a primary liver cyst which had 
burst or leaked into the peritoneal cavity some years previously. 





Fic. 14.—It is an error not to examine the depths of a deep- 
seated cyst before concluding that evacuation is complete. 
There may be outlying pockets. 


cyst bulges into or opens into another, and this con- 
tingency should not be forgotten. A wise precaution 
often neglected is to look inside before concluding that a 
cyst has been completely evacuated, using if need be an 
endoscopic lamp for this purpose (Fig. 14). Unremoved 
debris or evidence of another cyst may be thus revealed 
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and suitable steps taken to conclude the operation effi- 
ciently. Otherwise the misery of a long-persisting dis- 
charge from a sinus will ensue, and there is also quite a 
probability that the patient will have to be treated for a 
recurrence Of cyst formation at a later date. 

It does not follow that because two or more cysts are 
discovered they should all be operated on at the same 
sitting. Do not let zeal outstrip discretion. The old 
wisecrack that I first heard at the Mayo Clinic over 
thirty years ago is still worth repeating: “ There are some 
things worse than a second operation, and one of them 
is a funeral.” 


The Alveolar Type of Hydatid Cyst 


Alveolar echinococcosis of the liver, common in the 
Bavaro-Tyrolean regions of Europe but non-existent or 
almost so in other hydatid countries, is quite likely to be 
mistaken for cancer, and no wonder, for it is an infil- 
trating malignant toxic type of hydatid infection almost 
invariably tatal. Space forbids further reference to it in 
this article. 
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Visiting Surgeon and Urologist, Smithdown Road 
City Hospital 

The well-defined and typical case of renal colic for which 
no satisfactory explanation is afforded by a _ urological 
investigation is Well known, and presents one of the most 
perplexing problems of surgery. The group of cases de- 
scribed in hospital records under the heading of unclassi- 
fied renal symptoms has been somewhat diminished in 
recent years by the elimination of cases of renal sym- 
patheticotonus. There still remain, however, a number of 
these unsatisfactory cases which constitute at once a re- 
proach to surgery and a problem to the patients them- 
selves and to their family practitioners. Again, it is not 
an unheard-of situation for the surgeon, on the strength 
of negative x-ray findings, to assure the patient that no 
Stone is present and for the patient to pass a stone within 
a short period. 

The excellence of the x-ray services in the majority of 
our hospitals has in all probability deflected attention 
from consideration of the non-opaque stone, which does 
not appear to be as infrequent as is generally supposed. 
On the one hand, Thurstan Holland (1913) states that in 
5,000 kidney examinations there has never been a stone 
found at operation when he has returned a_ negative 
report. Similarly, Swift Joly (1929) can demonstrate by a 
plain radiograph 98 per cent. of renal and 96 per cent. of 
ureteric stones, and says that “with an ordinary adult 
patient any stone larger than a pin’s head ought to show 
a definite shadow unless it is composed of urates or 
uric acid.” The late Sir John Thomson-Walker con- 
sidered that 5 per cent. of urinary stones could not be 
demonstrated by a plain radiograph. On the other hand, 
Hinman (1935) thinks that 10 per cent. of stones are 
missed, which, when compared with the above figures, may 
mean that Americans are poorer radiologists or better 
diagnosticians. Cabot (1936) confirms Hinman so far as 
America is concerned, and definitely commits himself to 
the statement that 8 per cent. of stones throw no shadow. 
Shanks and others (1938) point out that the proportion 
depends on the quality of the radiographs and on the 


thoroughness of the clinical diagnosis, antagonistic factors 
which probably account for considerable variation in the 
published figures. 

This particular aspect of urinary lithiasis has excited 
more interest on the Continent than in this country, and a 
number of papers have been written during recent years, 
notable among which is the contribution of Rangi and 
Bachrach, who go so far as to state that 15 to 30 per cent. 
of stones are translucent to x-ray examination. These 
Continental figures are also confirmed by K. Brandes 
(1933), who gives a percentage of 10 to 30, and by Tebaldo 
Cimino (1933), who describes a series of transparent stones 
dealt with personally. While deprecating the extreme 
figures quoted by these Continental authorities, I suggest 
that the classical figure given in this country of 2 per cent. 
is somewhat low, and that probably 2 to 5 per cent. of 
stones are non-opaque to x-ray examination. If the 
majority of these cases can be weeded out of the “ un- 
classified renal colic” group, definite progress will have 
been achieved. It is the object of this communication to 
indicate possible methods of distinguishing these obscure 
and difficult cases. 


Pathology 


Although some authorities allege that cystine stones do 
not throw an x-ray shadow, this is extremely coubtful, 
and for all practical purposes the stones of importance in 
this connexion are composed of uric acid and urates. 
Stones ihus constituted are said to be more common in 
America than in Europe, and these particular constitu- 
ents often form a nucleus of a large stone which becomes 
demonstrable by radiograph on account of deposition of 
oxalates, carbonates, and phosphates. Such a _ nucleus 
may lodge in the ureter before deposition of opaque sub- 
stances has taken place. Hinman points out that “a 
stone of indifferent opacity (mixed composition) may 
have its shadows obscured by the position of a bone—- 
that is, a lumbar transverse process or ilium.” The ab- 
sence of a definite shadow and the obscurity of the diag- 
nosis in these cases encourages procrastination, which in 


time may lead almost imperceptibly to marked renal 
damage by hydronephrosis or even pyonephrosis. This is 


well illustrated by one of the cases described below. In 
short, the complications which may be encountered in a 
case of non-opaque stone in the ureter may be more severe 
by the time the case reaches operation than when the 
stone is demonstrable by x rays. Dr. Girdwocd, who 
analysed one of these stones for me, writes as follows: 


“The stone (Case V) was of a brownish colour on the 
outside and of a soft consistence, the centre being white and 
rather chalky. On analysis the stone gave positive reactions 
for uric acid and phosphates, but failed to respond to the 
tests for cystine and xanthine. 


“ Substances which enter the composition of urinary calculi 
are uric acid, urates of sodium and ammonia, calcium phos- 
phate, calcium carbonate, ammonium and magnesium phos- 
phate, cystine, xanthine, and indigo. Cystine, xanthine, and 
indigo calculi are extremely rare. Uric acid, calcium oxalate, 
and other crystals may be passed for years in the urine with- 
out any tendency to calculus formation. Colloidal substances 
are necessary for ‘ binding’ purposes. These colloids may be 
divided up into two groups—namely, reversible and irrever- 
sible. The latter are necessary for stone formation, but are 
never found in normal urine. The most important of these 
is fibrin, found in the urine in inflammatory conditions and in 
haematuria. 

* Pure uric acid stones are transparent to x rays, and in a 
suspected case of such a calculus valuable corroborative evi- 
dence may be obtained by the demonstration of the charac- 
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teristic crystals in the urine. Uric acid, the end-result of 
purine metabolism, and its intermediate products may well 
give rise to calculi which are non-opaque to x rays. 


Diagnosis 


The diagnosis is always diflicult. and so rarely is it pre- 

cise and definite that, even when the condition ts suspected, 
confirmation may be almost impossible to obtain. Where 
a typical attack of renal colic associated with haematuria 
is accompanied by negative x-ray findings, a non-opaque 
stone should be considered in the differential diagnosis, 
and if possible confirmed or excluded. The multiplicity of 
methods cited in the diagnosis of this condition indicates 
the difficulties encountered. Among these methods are 
the following: 


1. An intravenous pyelogram may reveal the following ab- 
normalities: (a) the film may show a clear area in the ureteric 
shadow : () a hydronephrosis. and a hydro-ureter involving 
the upper portion of the ureter, may be demonstrated. The 
difficulty which arises is that the opaque fluid may completely 
cover the stone and give a regularly opaque appearance. 

2. Obstruction of the Ureter—This is demonstrated by the 
inability to pass a ureteric catheter more than a certain dis- 
tance up the ureter. In order to put the test on a sounder 
basis, it is necessary to repeat the manceuvre with varying 
amounts of lotion in the bladder. The size of the catheter 
should be large, as one of a narrow bore may pass the stone 
with a little difficulty. 

3. The Use of Wax-ended Ureteric Bougies-~—\l have never 
found these of any value, and the method appears to have 
little or no place in the scientific investigation of the condition. 

4. Lateral X-ray Film.—Munchener demonstrates the im- 
portance of this method of investigation. Owing to the rela- 
tively dense and irregular shadow thrown by the articular pro- 
cesses and by the outline of the fifth lumbar vertebra (and 
the vascular crossing), faintly opaque stones may be missed 
in the middle third of the ureter. He considers that a lateral 
view of this portion of the ureter should be carried out in all 
suspected cases, and may yield a positive result. 

5. Cystoscopic Findings.—Delay in the unilateral excretion 
of indigo-carmine may be helpful, and when the stone is 
situated at the lower end of the ureter, oedema, actual bulg- 
ing of the interureteric portion of the ureter (the so-called 
“stone orifice”), or excretion of pus and a cloudy efflux 
may be observed. 

6. Injection of Air or Oxygen.—This is a method more 
favoured on the Continent than in this country, where it has 
been little used owing to the danger of air embolism. That 
this is no idle fear is-emphasized once again by Dible, Ross, 
Hewer, and Walsh (1938), who recently reported sudden deaths 
due to air distension during urethroscopy and insufflation of 
the Fallopian tubes. Rangi and Bachrach, however, point out 
that the injection of oxygen into the ureter and renal pelvis 
causes little or no risk and may be helpful in demonstrating a 
stone. Although K. Brandes advocates the use of air, he also 
points out that the renal pelvis may be so inelastic on account 
of inflammatory induration that distension is impossible. 

7. Retrograde Pyelography.—Rangi and Bachrach indicate 
the value of this method when the stone is shown as a clear 
area surrounded by the opaque shadow, the precise definition 
distinguishing it from a filling defect due to a neoplasm. It 
is especially of value when small quantities of opaque fluid— 
that is, 2 to 3 ¢.cm.—are injected, and a second x-ray film is 
taken after the renal pelvis has been drained of opaque fluid. 
On the latter x-ray film a thin covering of opaque fluid may 
adhere to and outline a non-opaque stone (Kummel). Dilu- 
tion of the opaque fluid is sometimes an advantage (Gottstein). 

8. Uretero-pyelography.—This appears to be the logical 
method to be adopted in all cases of suspected non-opaque 
stones, especially those thought to be in the ureter. Professor 
Chevassu, in a personal communication, says: “Quand les 
calcules transparents aux rayons X ont une dimension suf- 
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fisante, ils deviennent visibles sons forme d'une tache claire 
au milieu de Vinjection opaque. Jen ai décelé ainsi un assez 
grand nombre.” Chevassu goes on to point out that, although 
it is Most necessary to avoid the introduction of an air bubble, 
should this accident occur the regular rounded appearance of 
the clear area suggests its true origin. The method 1s straight- 
forward, involving the use of a special ureteric catheter with a 
pear-shaped extremity which fits readily and forms a water- 
tight plug in the lower end of the ureter. The opaque fluid 
is then injected and the x-ray film taken while the special 
catheter is held firmly in the lower end of the ureter to obviate 
leakage. An excellent outline of the renal pelvis and ureter 
can then be obtained. I have used this method of investigation 
in a number of suspected cases, and in Case V, described 
below. the non-opaque stone was readily demonstrated. The 
size of the pear-shaped end necessitates the use of an operating 
cystoscope rather than the single or double catheterizing in- 
strument. 


Treatment 


The ordinary opaque stone in the ureter is rightly 
treated by expectant means, by forced diuresis, and by 
antispasmodic drugs such as belladonna and tinct. amni 
Visnagi, for a number of months, always provided that 
there is no supervention of urinary infection and no evi- 
dence of obstruction causing early hydronephrosis.  An- 
other proviso is that the size of the stone should be such 
that there is a reasonable chance of its passage. Bumpus 
(1932) is of the opinion that stones larger than 1.5 cm. 
to 2 cm. in diameter should be removed by open opera- 
tion, as this figure represents the extreme degree of dilata- 
tion possible at the uretero-vesical orifice in the average 
individual. The progress of such a stone is observed by 
periodic x-ray examination, and its passage may be 
assisted by the insertion of large-sized ureteric catheters, 
by dilatation, or division by scissors or diathermy of the 
vesical opening of the ureter, and by the intra-ureteric in- 
troduction of liquid paraffin, papaverine, etc. It is common 
experience for a fair proportion of such stones to be 
passed per urethram, and in a large series of 1,000 cases 
Bumpus reports that 146 were passed within a few weeks 
of the simple passage of a ureteric catheter. 

In the non-opaque stones under discussion, however, 
no regular check can be employed, and in fact the diag- 
nosis is never certain until the stone has been passed or 
removed by operation. The dangers attendant on leaving 
such a case appear to outweigh far the inconvenience of 
an open operation. It has been the custom to assume that 
any stone not apparent on x-ray examination is of minute 
size, and so certain to pass without intervention that such 
stones have been termed non-surgical calculi. That such 
a comfortable supposition is untenable is shown by the 
cases described below, in one of which a pyonephrosis 
developed. Further, in each of the three cases in which a 
calculus was removed from the middle third of the ureter 
the stone was definitely impacted. In the fifth case the 
ureter was inflamed and much thickened in the vicinity of 
the stone, the increased size being due more to thickening 
of the ureteric wall than to actual dilatation of the lumen. 


Case I 


A woman aged 37 who had had increasing dysuria and 
frequency from the birth of her child eight months previously 
was admitted with a_ right-sided pyonephrosis. An_ x-ray 
examination revealed an enlarged kidney but no calculi, and 
at cystoscopy a cloudy efflux was obtained from the right side, 
the left kidney functioning well after intravenous administra- 
tion of indigo-carmine. A nephrectomy was performed, the 
kidney comprising a bag of pus, and impacted at the uretero- 
pelvic junction was found a calculus half an inch in diameter. 
Following operation her convalescence was uneventful. 
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Case I 


A youth aged 17 was admitted to hospital complaining of 
several characteristic attacks of left renal colic associated with 
haematuria. A straight x-ray film of the urinary tract failed 
to reveal any stone, but a uroselectan examination showed 
some pelvic hydronephrosis of the left kidney, the ureter being 
also dilated as far as the pelvic brim. At cystoscopy it was 
found to be impossible to pass a ureteric catheter of any size 
further than the pelvic brim. Accordingly, a tentative diag- 
nosis of non-opaque ureteric calculus was made, and opera- 
tion proposed. At operation the left ureter was exposed extra- 
peritoneally at the brim of the pelvis by a midline infra- 
umbilical incision. The ureter was found to be thickened and 
congested, and to be dilated as far as the brim of the pelvis, 
and of normal size below that point, at which a calculus 
could be palpated. A vertical incision was made in the axis 
of the ureter, the stone was removed, and the patency of the 
whole length of the tube was demonstrated by the passage of 
a sound up to the renal pelvis and down into the bladder. 
The ureteric incision was sutured in a transverse manner to 
obviate the possible development of a stricture, and the wound 
closed with a drainage tube. The patient progressed satisfac- 
torily following the operation, which was performed in 1936. 
He wrote recently to say that he had had no turther symptoms 
of any sort. 


Case Ill 


A youth aged 18 was admitted to hospital suffering from 
left renal pain which radiated to the left groin. The pain 
was severe enough to cause him to vomit on several occa- 
sions, and there was associated vesical tenesmus. A_ similar 
attack had occurred six weeks previously. No shadow of a 
calculus was shown on straight x-ray examination, but a 
moderate degree of hydronephrosis was seen on the left side 
following administration of uroselectan. There was also a 
hydro-ureter extending downwards as far as the sacro-iliac 
joint. At cystoscopy a ureteric catheter could not be passed 
higher than the sacro-iliac joint. A tentative diagnosis of 
non-opaque stone in the ureter was made and operation 
carried out. The left ureter was exposed extraperitoneally just 
above the pelvic brim through a left gridiron incision, and a 
small stone was found impacted just below the pelvic brim, 
above which the ureter was dilated. It was impossible to 
milk the stone upwards owing to its impaction, so removal was 
carried out in situ by incising the ureter in its long axis over 
the calculus, which was the size and shape of a small date- 
stone. The patency of the ureter having been established. the 
incision in the ureter was sutured and the wound closed, with 
drainage. Convalescence was satisfactory, and a uroselectan 
examination carried Out some months later revealed a normal 
left kidney, the left ureter showing no evidence of dilatation 
or stricture. 


Case IV 


A woman aged 57 was admitted with severe attacks of pain 
Situated in the right iliac fossa accompanied by a sense ot 
discomfort in the right loin and frequency of micturition. A 
Straight ,-ray film of the urinary tract revealed no opacity ; a 
uroselectan examination showed the right kidney to be hydro- 
nephrotic and the right ureter to be dilated in its whole 
length. When reporting the uroselectan films Dr. R. E. 
Roberts suggested the possibility of a small stone in the 
lower end of the right ureter on to which the uroselectan 
appeared to have been adsorbed. At cystoscopy considerable 
oedema and swelling was observed in the vicinity of the right 
ureteric orifice, and a ureteric catheter on its way up to the 
kidney successfully passed a hitch or obstruction 2.5 cm. from 
the bladder. As a stone was suspected a ureteric catheter was 
left in situ for forty-eight hours, during which period sterile 
liquid paraffin was injected through the catheter at regular 
intervals. Forced diuresis was instituted, belladonna and 
tinct. amni visnagi were administered, a tiny stone being 
passed a few hours after the removal of the ureteric catheter. 
A subsequent uroselectan examination showed that all evidence 
of hydronephrosis and hydro-ureter had disappeared. 


Case V 


A woman aged 30 was sent into hospital as a case of sus- 
pected appendicitis. The localization and severity of the pain, 
in conjunction with pyuria, dysuria, and frequency of micturi- 
tion, rendered the right ureter suspect. A straight x-ray film 
of the urinary tract was completely negative, but a uroselectan 
examination showed a_ pelvic hydronephrosis of moderate 
degree. There was no hydro-ureter on this occasion. At 
cystoscopy a ureteric catheter could not be passed beyond the 
pelvic brim on the right side, and a blood-stained efflux was 
obtained from the ureteric orifice on attempting to do so. The 
diagnosis appeared to be still somewhat doubtful, so a uretero- 
pyelogram was carried out by the method of Chevassu. Ap- 
proximately 12 c.cm. of opaque fluid was injected, and the 
uretero-pyelogram revealed a definite filling defect of the 
pelvic brim, suggesting a diagnosis of non-opaque stone. At 
operation the right ureter was exposed by a right paramedian 
incision, below the level of the umbilicus. The ureter was 
found to be inflamed, thickened, and indurated, the diameter 
being approximately three-quarters of an inch. An impacted 
calculus was palpated just below the pelvic brim and was re- 
moved by an incision in the axis of the ureter. The patency 
of the ureter was confirmed, and the ureteric opening was 
closed by interrupted sutures. The abdominal wound was 
closed, with drainage. Convalescence was uneventful. 

Case VI 

This case was that of a man aged 57 who was admitted to 
hospital with severe left-sided renal colic. There was a 
doubtful history of vague backache in the loin on the same 
side for some months, but there were no urinary symptoms. 
X-ray films of the urinary tract were negative, and while a 
uroselectan examination showed the right renal pelvis and 
ureter normal in appearance and the kidney functioning 
normally, no dye was excreted by the left side. The urine 
contained a trace of albumin and a few red blood corpuscles. 
Two davs elapsed between the uroselectan examination and 
the cystoscopy, and during this time a severe bout of colic 
was experienced, At cystoscopy a small brownish stone about 
0.5 cm. in diameter was found in the bladder, and the left 
ureteric orifice was swollen, oedematous, and surrounded by 
ecchymosis. After intravenous injection of indigo-carmine, 
the dye was excreted well from both sides within five minutes 
of injection, and a ureteric catheter passed readily up to the 
left kidney. A subsequent pyelogram was normal, and several 
ounces of urine were passed through the ureteric catheter dur- 
ing a period of twelve hours. The stone was grasped by cys- 
toscopic forceps and wiihdrawn from the bladder as the cysto- 
scope was removed. The sequence of events in this most 
instructive case is clear. The non-opaque stone while still in 
the ureter caused colic and reflex inhibition of secretion on the 
occasion when the uroselectan examination was carried out. 
The stone was passed the day after this examination and was 
in the bladder at cystoscopy. By this time the left kidney 
had completely recovered its function, as was demonstrated 
not only by the normal excretion of indigo-carmine but also 
by the profuse flow of urine obtained by the ureteric catheter. 


Summary and Conclusions 

A certain percentage of cases of otherwise unexplained 
renal colic are due to non-opaque urinary calcul. 

The proportion of non-opaque stones given by different 
authorities varies from 2 to 30 per cent. Probably 2 to 5 
per cent. is the correct figure for this country. 

The difficulties of making the diagnosis and the various 
diagnostic procedures advocated are The 
uretero-pyelogram appears to be the most logical method 
and to promise the most reliable results. 


described. 


It would seem advisable to carry out a uretero-pyelo- 
gram in any case of otherwise unexplained renal colic. 

The complications liable to be encountered in neglected 
or overlooked cases are indicated. 
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Operative treatment, without the usual preliminary 
period of conservatism, is probably safer in suspected 
cases. The clinical histories of six cases of the condition 
are reported. 


1 am indebted to Dr. R. E. Roberts and Dr, P. H. Whitaker 
for the various x-ray investigations. 
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AETIOLOGY AND TREATMENT OF 
SPASMODIC FLAT-FOOT* 


BY 


ALAN H. TODD, M.S., B.Sc., F.R.C.S. 


Orthopaedic Surgeon, Croydon General Hospital 


Let me say at the outset that I have not solved the problem 
of acute spasmodic valgus. That condition is now well 
defined and well recognized, but its cause is as obscure 
as ever, and the most I can hope to do is to give a concise 
summary of the present state of our ignorance. _ Its 
clinical characteristics are striking and fairly uniform. 
They differ only in intensity ; consequently the condition 
is easily recognizable clinically, and it is so sharply defined 
and so different from all other forms of flat-foot that it 
may properly be regarded as a clinical entity. I do not 
think, however, that it is entitled to be regarded as a 
pathological entity. On the contrary, I believe that con- 
sideration of all the known facts will lead us to the con- 
clusion that acute spasmodic valgus arises, in certain 
circumstances, out of various orthopaedic diseases of 
known pathology, and that it has not a distinct pathology 
of its own. 


Incidence of Spasmodic Flat-foot 


In London, among 1,000 patients seen at an erdinary 
general hospital orthopaedic out-patient clinic, there were 
141 cases of flat-foot of all kinds, and eight of these were 
indexed as cases of acute spasmodic valgus—that ts to say, 
they formed 5.7 per cent. of all cases of flat-foot. The 
sexes were affected in approximately equal numbers, and 
the average age of the male patients was 18 years and that 
of the female patients 15} years. It was noticeable that 
in a number of the cases the patients had left school 
recently or early, and had undertaken somewhat arduous 
forms of work, in which they would be on their feet for 
many hours. Boys, for example, were found to have 
become errand boys to an ironmonger, or to be working 
in a foundry or a quarry; the girls, while still at the 
age of puberty or hardly past it, had become waitresses, 
laundry workers, etc. 





* Read in opening a discussion in the Section of Orthopaedics 
and Fractures at the Annual Meeting of the British Medical Asso- 
ciation, Aberdeen, 1939 
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In about a quarter of the cases there was a history of 
some recent sprain or twist of the affected foot. In those 
which gave a history of injury the condition was nearly 
always unilateral; and when it was due to what might 
be called general or constitutional causes it Was sometimes 
bilateral, but even then one foot was affected more 
severely than the other. Taking all the cases together, it 
was found that the left foot was affected more often than 
the right. 

Definition of the Condition 

A precise scientific definition is, I think, impossible; 
but it is easy to give a word-picture of what is meant by 
the term “acute spasmodic valgus.” We mean a Case in 
which the foot is strongly everted by the action of the 





peronei and of the extensor communis digitorum muscles, 
The foot is held rigidly in that position, and the slightest 
attempt to adduct or invert it passively causes intense pain, 
and to do so is, in fact, quite impossible ; but in sleep, 
or when muscular relaxation is induced by full anaes- 
thesia, the rigidity disappears entirely, and the foot can 
be moved easily into any desired position without the 
slightest obstacle being encountered, even momentarily. 
In particular, in a recent case one never notices the 
slightest suggestion of the giving way of any adhesions, or 
any other physical obstacle to the restoration of the 
normal position of the foot. This is important. The 
condition seems to be one of acute spasm, and of nothing 
more than spasm. Even after many weeks full anaes- 
thesia often reveals that the deformity is still entirely 
caused by spasm, though in a few cases (presumably 
those in which some inflammatory but not necessarily 
infective cause was the exciting condition) adhesions may 
ultimately appear. The foot is exceedingly painful ; the 
patient can walk for a very short distance only, and his 
gait lacks all spring, whilst running, games, and dancing 
are quite out of the question. 

Those cases which originate in a sprain of the ankle or 
of the foot are invariably found to have had little or no 
early treatment: acute spasmodic valgus does not appear 
as a complication of fractures or of dislocations at the 
ankle, or even of a sprain which is severe enough to send 
the patient of necessity to bed and keep him there. The 
history invariably is that the injury was regarded as being 
“just a mere sprain.” The patient walked about much as 
usual ; pain and disability appeared later and gradually 
became more and more severe, until at the time of exam- 
ination the foot presented the characteristic fixed everted 
appearance, with the peroneal and common_ extensor 
tendons standing out beneath the skin as tense as they 
could possibly be. 
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Not much is to be gained by a perusal of recent surgical 
literature on this subject. Indeed, our knowledge has 
advanced very little beyond that which we possessed in 
March, 1930, when a discussion on spasmodic flat-foot 
took place in the Section of Orthopaedics at the Royal 
Society of Medicine. Mr. Malkin, who opened that dis- 
cussion, said that the first description of cases he had 
been able to find in England was published by Sir 
Robert Jones in 1897, in the Liverpool Medico-Chirurgical 
Journal. Textbooks are disappointing also. For the most 
part they do not give a separate clear description of this 
particular kind of flat-foot, in spite of its clinical charac- 
teristics being so sharply defined ; they merely present a 
vague unhelpful description of what they call “rigid 
flat-foot,” and under that term they include two distinct 
clinical states—acute spasmodic valgus and the chronically 
or permanently stiff flat-foot—that result from simple flat- 
foot that has been long neglected, from gross injury, and 
so on. This confusion of two perfectly distinct clinical 
states is unfortunate and most misleading; moreover, 
each needs quite different treatment. 





Aetiology 


A sense of proportion is a most useful attribute in a 
surgeon. It is an obvious but a very important fact that 
only a small percentage of those who are engaged in 
arduous occupations and are of an age at which they are 
liable to contract acute spasmodic valgus actually develop 
that condition. Why do the minority succumb? It has 
been repeatedly stated that focal sepsis is the determining 
factcr. Indeed, some have gone further and have con- 
tended that infection, and in particular tonsillar infection, 
is actually the primary cause of the disease. It has even 
been suggested that these feet might be nicknamed “ tonsil 
feet”! I do not think that this view is really tenable. 
In the first place, thousands of children are seen every 
year by many different doctors and are found to be 
suffering from tonsillar infection, but cases of acute 
spasmodic valgus are very rarely observed among them. 
The relief of an acute spasmodic valgus by tonsillectomy 
is not proof that it was due to tonsillar infection, because 
the operation usually means that the child is taken away 
from work for several weeks, is rested and well fed—is 
treated, in short, in a manner that would probably cure 
the condition without tonsillectomy. 


I believe the truth is that certain feet succumb to the 
effects of habitual overstrain because they are structurally 
and deveiopmentally weak. The studies of Dudley J. 
Morton are of great interest and significance in this con- 
nexion. He has shown that the human foot is as yet by 
no means fully adapted to man’s upright attitude, in spite 
of the fact that the mammalian foot has been evolving for 
a period of something like a hundred million years. Some 
feet are strong: cthers are ill developed and prone to 
break down under conditions which would be harmless to 
another person. That, I believe, is an important concep- 
tion, for it has a very practical bearing on treatment. If 
a person has a potentially weak foot, and it breaks down 
under strain, it is not enough merely to remedy the 
immediate cause of complaint; the patient must be 
renoved from the condition which was the fundamental 
cause of the breakdown. In other words, in such cases 
it is vital to change the patient’s occupation. 


Treatment 
It is obvious—so obvious as to be a truism—that in 
treating any disease we must always try to abolish its 
Cause, not merely alleviate symptoms. In acute spasmodic 
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valgus, therefore, we must not treat the spasm only: that 
is not the disease, but the result of the disease. For that 
reason I regard tenotomy and excision of the peroneal 
tendons as being based on an entire misconception. And 
everyone knows that, as a matter of fact, these operations 
are often unsuccessful, and prone to be followed by re- 
appearance of the pain and deformity. Seeing that the 
primary cause of the condition has been left unaffected, 
this is not surprising. Paralysing the peroneal nerve or its 
musculo-cutaneous division with novocain or alcohol, or 
crushing it or freezing it, abolishes the spasm for a time 
but does not remove its cause. 

The mainstay of treatment is, I submit, complete physio- 
logical rest: the patient must, before all else, be taken 
ofi his feet. The importance of this is shown by the fact 
that many of the milder cases get well by this means alone. 
I can recall more than one instance in which an adolescent 
was admitted to hospital for tonsillectomy ; that operation 
was postponed for some reason, and while the patient 
waited in bed he recovered from his acute spasmodic 
valgus. It is a good thing to put the affected foot or feet 
into plaster-of-Paris, for this measure gives the maximum 
rest. Especially is it valuable in cases in which the foot 
has broken down in consequence of prolonged misuse and 
Strain. It has been suggested that the eversion of the foot 
is simply an example of protective muscular rigidity 
(Sherrington’s “ myotatic reflex”), the foot being held in 
the position of rest or relaxation, in which the joint 
surfaces on the inner border of the foot are held apart 
and the joints themselves are in their position of greatest 
capacity. If, in fact, there were an effusion into these 
joints this would be their most comfortable position. It 
is a mistake, therefore, to bring the foot, by force or by 
abolishing the natural method of protection with an anaes- 
thetic, into a position of adduction and inversion. It is a 
more rational and actually more successful procedure if 
one simply fixes the foot in the position it has adopted. 
Furthermore, to stretch the evertor muscles severely is 
probably to increase and prolong their state of spasm. 
Perhaps there is an analogy in the condition of cramp. 
We all know that if our leg muscles go into a state of 
cramp the very worst thing we can do is to stretch the leg 
out. This at once makes the pain unbearable, and 
increases the spasm and rigidity of the muscles; it is far 
better to flex the joints and relax the affected muscles. 

At any rate, it is well known that treatment by acute 
inversion and adduction of the foot is apt to be dis- 
appointing, in that the deformity occurs as soon as the 
controlling plaster is removed. I suggest that immobiliza- 
tion in the everted position is more physiological, and, 
having tried it, I find that it really is more successful. In 
mild unilateral cases it may be permissible to let the 
patient continue to go about ; but he must use crutches, so 
that no weight at all is borne on the affected foot. In all 
bilateral cases and in all severe cases confinement to bed 
is essential. 1 believe that a month’s rest in bed is the 
best start for the treatment of any case of acute spasmedic 
valgus, and it is sufficient treatment, without anything 
else, for many of the milder cases. 

I cannot see that manipulation has any logical basis in 
the treatment of this particular form of flat-toot, though 
it is of great value in other forms, notably in cases with 
pain due to adhesions. (I have already commented on the 
unfortunate confusion, in textbooks and in much of the 
current literature, of the two distinct forms of “ rigid 
flat-foot.”) In the few cases of true acute spasmodic 
valgus in which I have seen manipulation tried it has 
failed completely. 
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As a general rule not less than six weeks’ fixation in 
plaster-of-Paris is needed to bring about lasting relief of 
the eversion spasm, and in severe cases, especially among 
the older boys, eight weeks’ fixation is better. When the 
plaster has been taken off, weight-bearing must be very 
cautiously resumed. Usually it is wise to make the 
patient use crutches at first; then gradually more weight 
can be borne on the foot, with the aid of two sticks, and 
then of one. Passive movements of the foot are contra- 
indicated, though the use of heat as a sedative may be 
recommended ; the whirlpool bath may be used, or, in the 
home, simple soaking in a pailful of hot water, before 
exercise. Inside wedging of the sole and heel of the shoe 
is a wise precaution, and in severe cases showing a ten- 
dency to relapse it is well to make the patient use an 
outside steel and inside wedge and T-strap for a year or so. 


Conclusion 


I would here like to suggest that much useful informa- 
tion upon this difficult subject might be obtained if it 
henceforward became a routine practice to determine the 
blood sedimentation rate in these cases. Latterly I have 
been doing this, but my results are too few to be signifi- 
cant. I may say, however, that they seem to show that in 
at least half the patients there is no element of infection 
at all. These are probably the cases in which the eversion 
spasm is simply the result of mechanical strain, acute or 
prolonged, including all the cases of developmentally weak 
feet exposed to arduous conditions. 

Finally, let me give one word of warning. In every 
case of acute spasmodic valgus it is worth while to have 
a special oblique radiograph of the foot made, to eliminate 
the possibility of calcaneo-navicular fusion. This develop- 
mental peculiarity usually gives rise to persistent rigid flat- 
foot, without spasm, but it may cause typical spasmodic 
valgus with tense peroneal tendons. It is evident that no im- 
provement can result from antispasmodic treatment in 
such a case. Unless the true cause of the symptoms and 
signs is realized, as the result of a routine x-ray examina- 
tion, time will be wasted on futile treatment, for the 
condition demands a skeletal operation. 


Summary 


« 


The phrase “ spasmodic flat-foot ” connotes a familiar 
condition which is well defined clinically, but the patho- 
logy of which is still obscure. 

A description is given of a characteristic case. 

The incidence of the condition is assessed, and the 
aetiology and pathology are subjects of review. 

Treatment consists in eliminating the cause of the 
spasm, not in treating the spasm itself. When the patient’s 
occupation exposes the feet to a strain which they are 
unable to withstand, it is imperative that the occupation 
be changed. 











Insulin Hypersensitivity—-Two patients with strong local 
reactions after insulin injections were proved to be allergic to 
insulin by the passive transmission of the hypersensitivity in 
the Prausnitz-Kiister test. One of the patients was de- 
sensitized by protamine insulin. The other one proved to be 
sensitive to insulin from the calf, pig, and ox, but not to beef 
protein from other organs or to ox serum, which suggested 
hypersensitivity to the insulin protein. Skin tests with insulin 
should be performed in diabetics before starting insulin 
treatment—K. Herzog (1939): Zeitschrift fiir Klinische 
Medizin, 136, 297. 
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TREATMENT OF LEG FRACTURE CASUAL. 
TIES IN A CENTRAL CHINA 
WAR ZONE 


BY 


W. GORDON BROWN, M.D. 
Surgeon, Rankine Memorial Hospital, I-Chang, Hupeh 
Province, China 

Most established hospitals and surgical units working in 
war areas in China have been called upon, during these 
many months of hostilities, to deal with the greatest 
variety of military and civilian casualties... Among the 
former, who are forwarded from the various fronts, and 
the latter, who are bomb victims from the local com- 
munity, few wounds present a greater problem than those 
which involve the long bones of the lower extremity. As 
a result of the difficulties of transportation, hospitals 
handling military casualties have been receiving many 
compound fractures of the femur or the tibia and fibula 
which are not only grossly infected, with great destruction 
of tissue, but show extensive overlapping of fragments 
with associated muscle shortening. Such cases have often 
been transported over most difficult country, where there 
is no system of roads and where the nearest unit 
adequately equipped to deal with them is one, two, or 
even three days behind the lines. Among civilian hos- 
pitalized bomb casualties this group of fractures has been 
proportionately large, possibly because of the very heavy 
immediate fatality of wounds of the head, chest, and 
abdomen. These cases, again, very commonly show great 
destruction of tissue and extensive comminution. 


Method of Splinting 


It has been just these types of leg wounds which this 
hospital undertook to handle in as large numbers as 
ward space would permit. There has therefore been 
ample opportunity to try to develop a method of splinting 
which will provide the necessary extension and fixation, 
and at the same time leave the large wounds easily 
accessible for frequent irrigations and dressings. We 
have found that these cases needed a splint which would 
not only be comfcrtable for many weeks of application 
but was such that the patient could be easily moved for 
safety during air raids. Furthermore, and in some ways 
most important, we needed a splint that was inexpensive 
and one that could be made by the local metal workers, 
as there are no instrument makers or supply houses to 
turn to in Central China. 

As a basis for the method which we have developed 
the simple Thomas extension leg splint was chosen, with 
or without the Pearson knee-flexion piece. No _ other 
splint has in our opinion been of more general use, and 
it can be easily made, stored, and distributed. We had 
thoroughly tried most of the commoner methods of ex- 
tension which utilize applications such as adhesive strap- 
ping or plaster boots, and those which use callipers, 
extension stirrups, or wires, but had encountered certain 
difficulties. We were not always obtaining the extension 
force required; there was so often insufficient skin to 
apply surface traction; the wounds were not easily 
accessible ; the patients suffered considerable discomfort, 
especially when it was necessary to shift them quickly 
for air raids ; and, finally, the wards were a virtual forest 
of frames, ropes, pulleys, and sand-bags. The _last- 
mentioned difficulty, quite apart from the vigorous objec- 
tions of the nursing staff, was made very apparent when 
the weeks of intense heat set in and adequate ventilation 
in the crowded wards was most difficult to maintain. 
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The skeletal traction attachment for a Thomas splint 
which we are now using for fractures of the shaft of 
the femur, or of the tibia and fibula, and which we are 
adapting for use in fractures of the upper extremity, seems 
to have removed most of our difficulties, and appears to 
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provide adequate flexibility to meet the peculiarities of 
the individual case. The attachment comprises two 
identical units, one for each bar of the Thomas splint. 
Each unit consists of a three-eighths-inch rod eighteen 
inches long, threaded throughout its length and having 
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a flat filed surface, which prevents the rotation of two 
sliding hook-riders, which may be moved or fixed at any 
point on the rod by four nuts, one for either side 
of each hook. This hook-rider is so designed that it 
will slide freely, may be reversed as required, and fits 
the flat surface to prevent rotation. It has, as is shown 
in the figure, a hook neck to receive the extension pin, 
with a small set screw to enclese but not fix the pin. 
The rod, with hooks and nuts, is attached to the side 
bar of the Themas splint by two No. 14 gauge galvanized 


sheet-metal clamps. Each clamp consists of two leaves 
three-quarters of an inch wide and two and a half inches 
long, bent to accommodate the Thomas splint bar and 
the attachment screw rod between them. The leaves are 
tightened by a central quarter-inch bolt and nut, the 
bolt-head of which is welded or soldered to one leaf. 

Skeletal traction is applied with a pin through the bone 
or bones involved. We have been forced to use local 
material, and have therefore made our own pins from 
rickshaw-wheel spokes, which are roughly of No. II 
gauge spring-stee] wire. We have found that, in order 
to obtain the necessary strength and spring, wire of this 
gauge is advisable, but there has not been the least 
evidence that pins of this size are more injurious to the 
bone than the finer gauges formerly used. The pins are 
of two lengths, eight inches and ten inches, and are made 
with drill points suitable for insertion with a surgical 
brace. In fractures of the femur two hooks are used, 
and the traction force is transmitted from the single pin 
through the Thomas splint to the ischial tuberosity. In 
fractures of the tibia and fibula four hooks are used, 
traction and countertraction being applied by the forcible 
separation of two pins. the Thomas splint serving as a 
suitable cradle for the limb. If it is considered advisable 
to have knee flexion the Pearson knee-flexion piece has 
een used, and may be attached without difficulty. 


Routine Fracture Technique 


The following routine technique for these fractures may 
be of some interest. As soon as possible after admission 
the applied dressing is removed and the wound thoroughly 
cleansed and irrigated. A fluoroscopic examination 1s 
made to determine the extent of fracture and to locate 
any small fragments that may be lying across and inter- 
posed between the main fragments. In fractures close 
to the joint the best level for pin insertion is marked 
on the skin surface. The site of insertios. having been 
previously prepared and the screw rods having been 
adjusted to the Thomas splint, the leg is passed through 
the ring. The rods may now be folded down out of the 
way and the leg draped. The pin is inserted under local 
anaesthesia, after which the rods are returned to position 
and the clamps tightened. The hooks are brought to 
the pin, which is secured behind the set screws, and the 
thrust nuts are turned so as to force the hooks along 
the rods, giving as much traction as is necessary. It is 
essential at this time also to see that the ring of the 
Thomas splint is properly accommodated to the ischial 
tuberosity. Corks are now fitted to the sharp points of 
the pin, and sterile gauze dressings smeared with petro- 
leum jelly are applied to the pin-insertion site. The leg 
is again fluoroscoped, and, if it is considered possible 
to complete the extension, it is done at this time, under 
visible control—otherwise a note is made of the remaining 
amount of overlapping of the fragments and the reduction 
is completed slowly in the ward by daily tightening of 
the thrust nuts. In fractures of the tibia and fibula it 
has been our practice to insert the upper pin through the 
tibia at the level of the tibial tuberosity and to put the 
lower pin through both bones at a point about one and 
a half inches above the tips of the malleoli. We have 
found that this has permitted free exercise of the ankle- 
joint without interference with the fracture or the exten- 
sion, and that the attachment is flexible enough to allow 
the pin to be inserted in the necessarily slightly angulated 
position. 

In the cases in which we have used this extension attach- 
ment we have consistently found that the patients are 
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remarkably comfortable, even though the leg should be 
freely moved at the hip or the patient lifted or turned 
as is necessary for usual nursing care. Perhaps more 
important is the fact that these cases can now be rapidly 
moved from their beds to stretchers and carried without 
complaint. Only in very few instances has it been neces- 
sary to administer morphine after the first day, and we 
have on several occasions reduced, without the use of 
sedatives, fractures which have shown as much as two to 
three inches of shortening. Dressings can now be 
carried out with greater facility, and, if mecessary, 
sequestra can be removed, or other surgical procedures 
undertaken, without relaxation of traction. Reduction 
having been completed, the leg may be released from the 
hooks and the pins either removed and a simple retention 
splint applied or the pins may be incorporated into a 
plaster cast. 


Summary 


A simple attachment for the Thomas extension leg 
splint is described, as developed in a hospital in Central 
China, under present war conditions. It provides con- 
trolled and powerful traction and countertraction, to- 
gether with required fixation, and yet allows ready access 
to wounds, has considerable flexibility of adaption, and 
ebviates the usual complex and cumbersome frame-and- 
pulley apparatus. It provides a comfortable splinting 
method, and extension can be slowly and steadily attained 
without distress to the patient. It permits the patient 
to be moved, lifted, and transported with ease, and is 
recommended as having great practical value in the early 
splinting of leg fracture casualties which must face a 
long and rough journey back from the front lines. 








Clinical Memoranda 





An Unusual Desmoid Tumour of the 
Abdominal Wall 


Desmoid tumours of the abdominal wall are not un- 
common, but the following case is worth recording on 
account of the very unusual size of the tumour. 


Case REPORT 


A housewife aged 35 was admitted to St. Batholomew’s 
Hospital on November 11, 1938, complaining of an abdo- 
minal swelling. An accurate history was difficult to obtain, 
but the patient stated that approximately three years previ- 
ously she had first noticed a small white swelling in the lower 
part of the abdomen; this was painless and it had gradually 
increased in size until the time of admission. There were no 
other symptoms, and apart from the size and weight of the 
swelling the patient suffered no inconvenience. There was no 
history of trauma and nothing relevant in her past history 
other than the fact that her last pregnancy terminated in 
July, 1935, three or four months previous to the first appear- 
ance of the swelling. On admission, her general condition was 
found to be healthy. 


The abdominal swelling (see photograph) bore a superficial 
resemblance to that occurring in pregnancy. The tumour, 
which occupied the right rather more than the left side of the 
abdomen, measured 10 by 8 inches and extended upwards and 
to the right from the symphysis pubis to the right costal 
margin and from the right anterior-superior spine to within 
three and a half inches of the left anterior-superior spine. The 
swelling was firm and elastic in consistency, and the skin over 


it was not attached and was normal in texture. With the 
abdomen relaxed a small amount of movement was possible, 
but as soon as the abdominal muscles were put into action the 
swelling became more prominent and completely fixed. 
Numerous dilated veins were evident under the skin. A diag- 
nosis of desmoid tumour of the abdominal wall was made 
and an operation for its removal was undertaken by Mr, 
Reginald M. Vick on November 22. 


A long curved incision was made over the right side of 
the tumour, and considerable haemorrhage occurred from the 

















large thin-walled veins coursing over it. The tumour ex- 
tended right through the abdominal musculature, and it had 
to be removed at the expense of the latter. An area of peri- 
toneum, 5 by 2 inches, which was adherent to the tumour, had 
also to be removed. After removal the peritoneum came 
together without much difficulty, but there was a great de- 
ficiency of muscle. There was no right rectus, and only a 
very small portion of the left rectus remained, with very little 
of the oblique and transverse muscles on the right side. This 
large deficiency could not be met, so the skin flaps were 
brought together, closing the wound. Temporary support for 
the abdomen was obtained by firmly bandaging a moulded 
plaster-of-Paris cast to the anterior wall. Healing occurred 
readily, and, apart from the scar, a remarkably normal appear- 
ance of the anterior abdominal wall resulted ; as there was an 
adequate amount of subcutaneous fat no visible peristalsis was 
evident. On palpation the edge of the rectus was readily 
felt on the left side, and on raising the shoulders a large bulge 
appeared on the right side of the abdomen. The patient was 
discharged, with a well-fitting and extensive abdominal belt. 
The tumour weighed 5 lb. and measured 8 by 64} by 34 inches 
after fixation. The cut surface was pinkish white in colour 
and of uniform firm consistency. Numerous irregular narrow 
white strands could be seen coursing through it. There were 
no areas of degeneration or calcification. The section reported 
upon by Dr. H. A. Magnus showed a mass of relatively 
acellular collagenous tissue. At the periphery, however, 
muscle is included in the tumour substance, and there is clear 
evidence of infiltration of muscle, showing the characteristic 
appearance of a “desmoid ” tumour. 


Il am indebted to Mr. Reginald M. Vick, under whose care 
this patient was treated, for permission to publish this case. 


Eric W. BINTCLIFFE, M.S., F.R.C.S., 
Surgical Chief Assistant, St. Bartholomew’s 
Hospital. 
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INDIVIDUAL DIET AND NATIONAL DESTINY 


The Englishman's Food. By J. C. Drummond and Anne 
Wilbraham. (Pp. 574; 16 figures ; 12s. 6d. net.) London: 
Jonathan Cape. 1939. 


Whatever organ of the human body be the seat of the 
virtue modesty, it is surely hyperplastic in the authors of 
this most remarkable book, whose title is indeed an almost 
perfect example of meiosis. Had they written two or three 
hundred years ago, the reader would have been warned 
and interested by a description such as 

“The People of England, Their History, Rich and Poor, 
during Five Hundred Years, including some Consideration of 
their Trade, Agriculture, Religion, Health, and Social Customs, 
jn so far as these influenced and were influenced by the Nature 
of their Food and Drink and their Knowledge of its Pro- 
perties. 

The old-fashioned kind of history—the story of the 
monarchs and battles of England—is, one has been told, 
no longer taught in even the least up-to-date schools of 
Britain. In The Englishman’s Food is an alternative 
basis for relating the lives of our forbears to the daily 
incidents and environment of the pupil, at council school 
or public school alike. Professor Drummond and Miss 
Wilbraham show us how the centre of gravity may be dis- 
placed from crown to stomach with an increased stability 
in our knowledge of the forces thereby revealed. The sub- 
stitution of pots and pans for kings and queens is con- 
sonant with the realistic spirit of our time, and, moreover, 
equally important, it points the way for future progress, 
which, as this book makes clearer than ever, must be on 
sccial rather than on scientific lines. The tables have 
indeed been turned during the last five centuries: to-day 
our knowledge of nutrition is decades ahead of any 
national nutritional policy, as the medical profession should 
know before all others. One further tact stands out con- 
sistently and alarmingly in this beok ; that is, the existence 
of the great nutritional gap throughout the same five cen- 
turies—the difference in food and therefore in health be- 
tween the people, and the “ people that matter.” 

The temptation to quote innumerable illuminating or 
amusing passages in The Englishman’s Food has to be 
resisted ; there is no space for a'l, and selection would be 
quite arbitrary. Nor is it possible to do more than men- 
tion the many dietary fallacies destroyed by the authors, 
more or less in passing ; they include certain current views 
on, for example, slimming diets, gout and uric acid, the 
safety of tinned foods, the nature of “ vivisection,” the 
extent in earlier centuries of ill-health due to bad feeding, 
especially vilamin and mineral shortage. It is, however, 
pertinent to call attention to the ingenious method used 
for introducing the bases of modern nutritional science to 
the non-technical reader and giving him such information 
as will enabie him to appreciate the historical analyses 
made by the authors ; much that happened years ago has 
only been made intelligible by recent research. This in- 
formation is inserted where it is relevant to the argument, 
however long this may make the necessary parenthetical 
paragraphs: there are no specialist “ cramming ” chapters 
of the refresher course variety, which the reader can-——and 
generally will—skip. So the non-scientist is led from his- 
tory to nutrition and from nutrition to history with a 
gentle and soothing oscillation right through what is surely 
One of the outstanding studies published in our time. 

There can be only one cause of regret for the authors. 


So exhaustive have been their investigations, so thorough 
and wide their search of the literature (from “ Piers Plow- 
man” to Engels, from Acts of Parliament to household 
bills, from Evelyn’s Diary to the Biochemical Journal) 
that they have inevitably revealed many glimpses of attrac- 
tive side-paths leading from the main avenue of human 
history illuminated by their twin lamps—documentary study 
and laboratory research. Up these paths coming students 
will inevitably wander. Let not the authors of The Eng- 
lishman’s Food take overmuch to heart the large number 
of future Ph.D. theses for which they must bear at least 
part responsibility ; we shall still be much in their debt. 


PULMONARY TUBERCULOSIS 


Pulmonary Tuberculosis, Pathology, Diagnosis, Manage- 
ment, and Prevention. By George Gregory Kayne, M.D., 
M.R.C.P., D.P.H., W. Pagel, M.D., and Laurence 
O'Shaughnessy, M.D., F.R.C.S. (Pp. 565 ; 259 figures ; 85 
diagrams ; 20 charts; 42s. net.) London: Oxford Uni- 
versity Press. 1939. 
Though the authors do not claim that this is a com- 
prehensive textbook on tuberculosis, the subject is 
adequately dealt with from all modern points of view. 
The section on pathology written by Dr. Pagel of Pap- 
worth Village Settlement comprises nearly a third of 
the volume and includes much of the results of the 
author’s researches. The chapter on the primary com- 
plex is worthy of special mention. Much of the ter- 
minology is unfamiliar, and there does not appear to 
be any advantage in adopting the term “ fugitive infiltra- 
tion” for epituberculosis. Dr. Pagel does not subscribe 
to the view that collapse is the essential feature of this 
condition. 

In the section on diagnosis only a short chapter is 
written on physical signs, but the symptomatology of 
tuberculosis is described fully. A complete account of 
bacteriological investigations is included, and emphasis is 
placed throughout the book on the importance of culture 
of sputum negative on direct smear examination and of 
examination of the gastric contents for tubercle bacilli. 
The importance of adequate radiological investigation 
is rightly stressed, and the x-ray illustrations are excellent. 
A lateral skiagram is advised as a routine procedure in 
every patient. The chapter on the tuberculin test gives 
a concise account of the value of this method in diagnosis, 
and attention is called to the increasing number of young 
adults who are found to be “ Mantoux negative.” In 
the chapter on diagnosis of complications of tubercu- 
losis an account of tuberculous tracheobronchitis is 
included, but the description of tuberculous laryngitis is 
inadequate. 

The authors prefer the term “ management” of pul- 
monary tuberculosis to “treatment,” and this section 
deals chiefly with the methods of collapse therapy, the 
surgical aspects of which are written by Mr. 
O’Shaughnessy. The importance of adequate treatment 
in every case is emphasized, and their criterion of success- 
ful treatment is a patient whose sputum is negative on 
culture; and, if there is no sputum, examination of the 
gastric contenis must also prove negative. All possible 
methods of collapse therapy may be necessary to bring 
about their ideal result. [If pneumothorax is not successful 
other methods such as phrenic evulsion, division of 
adhesions, and thoracoplasty must be employed. It is, 
however, a well-recognized fact that even a complete 
thoracoplasty often fails to render the sputum negative, 
and it is our opinion that the personal factor in treat- 
ment has not been given sufficient attention. For those 
cases which remain sputum-positive in spite of the above 
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methods of treatment the authors recommend that such 
cases be treated either in a village settlement or in 
hospital. 

The last section deals with epidemiology and preven- 
tion, and a favourable opinion is expressed on the value 
of B.C.G. vaccination for contact children. Senile tuber- 
culosis is a fertile source of infection in childhood, and 
the description of this type of tuberculosis is a notable 
omission. The authors advise that a chest skiagram 
should form part of the routine of every ante-natal 
examination. A very useful bibliography is included at 
the end of each chapter, but the prominence of foreign 
references hardly does justice to the increasing amount 
of papers which are being published in this country. 

In the preface Dr. Gregory Kayne says the volume 
is written mainly for the tuberculosis specialist, the general 
physician, and the surgeon dealing with phthisis. Such 
will find the volume to be very stimulating, and we recom- 
mend this last addition to chest literature to all who are 
interested in the tuberculosis problem. 


DENTAL ANAESTHESIA 


Conduction, Infiltration and General Anaesthesia in 

Dentistry. By Mendel Nevin, D.D.S., and P. G. Puter- 

baugh, M.D., D.D.S. Collaborators, Fred R. Adams, 

D.D.S., F.1.C.D., and Hillard R. Nevin, L.D.S., D.D.S. 

Fourth edition. (Pp. 412; 213 figures: trigeminal nerve 

chart. 28s. net.) London: Henry Kimpton. 1938. 
Several books have been written on the subject of anaes- 
thesia in dentistry, and in its fourth edition the authors 
provide a work which incorporates the experience of its 
modern practice. So special is the field covered by the 
fifth cranial nerve that an accurate knowledge of the 
anatomical details of its associated parts is essential for 
the successful accomplishment of this type of anaesthesia, 
as well as to safeguard the patient from untoward hap- 
penings. Attention is given to this in the early chapters, 
which set out the necessary information in simple 
language, and this is supplemented by numerous illustra- 
tions. Then follow details of the techniques advocated 
for the approaches to the second and third divisions of 
the fifth cranial nerve. These are most carefully and fully 
described and illustrated, attention being especially called 
to the misfortunes that may follow incorrect procedure, 
particularly in those regions such as the pterygo-palatine 
fossa, where positive “landmarks” are lacking. 

For mandibular anaesthesia both the indirect and direct 
methods are given, and emphasis is again laid upon the 
recognition of anatomical structures. Each stage of the 
progress of the needle in correct and incorrect positions is 
graphically shown from actual dissections. To meet ex- 
ceptional conditions which preclude intra-oral manipula- 
tions, valuable extra-oral techniques for reaching the nerves 
are given, and the more purely local methods such as 
infiltration receive ample treatment. All may not agree 
that “osteoblasts are converted into a layer of epithelial 
cells,” as appears in the third paragraph on page 224. 

Considering the indications previously given for the use 
of the different methods, the chapter on pain control seems 
somewhat redundant. The pharmacology of the various 
ccempounds and an account of the effects of “ buffering ” 
reagents and their uses in the preparation of suitable 
solutions form a valuable section, as is that devoted to 
complications and their appropriate treatment. Under 
general anaesthesia the methods of administration and the 
more elaborate types of apparatus are described, with 
special attention to nitrous oxide; there is a table of 
normal and abnormal signs, and instructions are given on 
how to cope with the commoner complications. Methods 





of intubation as used in hospitals in this country whereby 
the pharynx may be completely “ packed off” in mouth 
operations are not mentioned. 

The book is excellently presented, profusely illustrated, 
and of handy size; it should prove a valuable aid to 
student or practitioner. 


LESIONS OF THE FRONTAL LOBES 
Personality Changes after Operations on the Frontal 
Lobes: A Clinical Study of 32 Cases. By Gé6sta 
Rylander. (Pp. 327; 4 figures ; 32 illustrations ; 39 tables. 
Gratis to the subscribers.) London: Oxford University 
Press. Copenhagen: Einar Munksgaard. 1939, 

In view of recent somewhat sweeping claims that removal of 
the frontal lobes makes no difference to the mental life 
of the subject a careful study of frontal lobe lesions is 
to be welcomed. As the author points out, the literature 
is full of contradictory descriptions of the function of 
the frontal lobes, and authorities have interpreted their 
findings according to the symptom which the author 
regarded as the most important or according to the 


_psychological school to which he belonged. 


In Dr, Rylander’s view changes occur in all the domains 
of the higher mental life. A good deal depends on the 
original constitutional make-up of the individual, and the 
author suggests that the contradictory reports of euphoria 
and depression may be due to the fact that there is actually 
no more than an exaggeration of the previously existing 
disposition. Restlessness or hyperkinesis is common but 
not universal. So far as intelligence is concerned the more 
automatic form of intelligence remains relatively well pre- 
served ; attention, memory, and the ability to grasp more 
common situations are not disturbed to any considerable 
degree. But the more complicated intellectual processes, 
which include higher forms of reasoning, thinking in sym- 
bols, and judgment, deteriorate. There seems to be a re- 
juvenation, mental and possibly sexual, as a result of 
lesicns, but probably this is a release phenomenon, and 
many of the symptoms resemble those of hysteria and 
neuroses. The author suggests that some post-traumatic 
cases with persistent neurosis may in fact be serious 
lesions of the frontal lobes. 

This is a valuable treatise to have had translated, and 
all those concerned with modern developments in neuro- 
logy and neurosurgery should study it carefully. 


MALE SEXUAL DISORDERS 


Sexual Disorders in the Male. By Kenneth Walker, 
F.R.C.S., and Eric B. Strauss, D.M., F.R.C.P. Fore- 
word by Sir Walter Langdon-Brown. (Pp. 248; 9 figures. 
10s. 6d. net.) London: Hamish Hamilton. 1939. 
Although Mr. Kenneth Walker has already produced two 
editions of the book on this subject which he first wrote 
as a genito-urinary surgeon some years ago, this is really 
a new book. Mr. Walker has been sufficiently broad- 
minded and elastic-minded to realize that the vast majority 
of sexual disorders are of psychogenic origin, and so has 
brought in Dr. Strauss to collaborate with him and to 
contribute the necessary expert psychological knowledge. 
A book on this subject is very necessary for the general 
practitioner and the medical student, for difficulties in 
sexual life seem to be becoming commoner every year, 
and at least among a certain type of men these difficulties 
have a devastating psychological effect. As a rule the 
practitioner is quite helpless, and is driven to the prescrip- 
tion of either bromide or strychnine without even the con- 
fidence in his administrations which might make for good 
suggestion. While the present book cannot pretend to 
give complete directions for the treatment of the various 
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conditions under review, it is none the less of immense 
value in clarifying the mind of the practitioner as to the 
meaning of many of the conditions which so frequently 
baffle him, and in showing him in what directions he may 
look for help in giving his patient the best chance of cure. 

More than half the book is devoted to the subject of 
impotence, but it is recognized that even now we must 
regard this problem as one of the most complex and diffi- 
cult in the realm of psychopathology. There is a useful 
chapter on the common-sense view of masturbation, 
though fortunately this is now much less necessary than 
jt was twenty or even ten years ago, and finally an excel- 
lent last chapter on sexual difficulties in marriage, which 
will be useful to many medical or lay persons who are 
called upon to give advice to those about to marry. 





= 





Notes on Books 


The second edition of Part II of A Manual of 
Practical Anatomy, by Professor T. WALMSLEY, has been 
thoroughly revised and enlarged. The scope of this 
volume has been increased by the introduction of full 
accounts of the examination of the living body and 
allusions to items of special importance with reference 
to medical and surgical practice. Thus attention has 
been paid to changes in ihe position of viscera produced 
by posture, and due to variations in “type-form,” age, 
and some common pathological conditions. A 
corrective has in this way been applied to the fixed 
ideas which dominated the teaching of anatomy when 
the preservation of bodies by the injection of formalin 
first came into vogue. Some excellent x-ray photographs 
have been added, of which one may specially mention 
Plate II], showing the terminal branches of the ileocolic 
artery ; Plate IV, the large intestine; and Plate VII, in 
which the whole length of each of the two ureters has 
been demonstrated by the intravenous injection of 
uroselectan. The drawings vary in quality, some being 
purely diagrammatic and lacking perspective and correct 
proportion ; some also lack any background of orienting 
relations. The majority of the figures, however, show 
those points which they are intended to emphasize and 
thus help to fulfil the primary purpose of the book, 
namely, “a guide to the dissecting of the human body.” 
It is published by Longmans, Green at the price of 
12s. 6d. 


Beesley and Johnston’s Manual of Surgical Anatomy, 
revised by JOHN BRUCE and ROBERT WALMSLEY, has 
reached a fifth edition (Oxford University Press, 20s.). 
The present volume well represents the progressive 
character of the Edinburgh School. Primarily written 
for senior students and graduates, with the object of 
presenting practical points of applied anatomy, in com- 
bination with a general review of regional anatomy, the 
revisers have kept this intention of the original authors 
always in view. The present and the preceding editions 
have been enriched by the inclusion of a considerable 
number of new radiographs and illustrations, which add 
greatly to the interest of the work and provide a graphic 
record of some of the more typical fractures and dis- 
locations, and also afford an opportunity of comparing 
the normal positions and relations of parts such as the 
thoracic and abdominal viscera with the abnormal. The 
sections dealing with the articulations and with the 
effects of injury and disease on the brain and _ spinal 
cord or affecting the cerebrospinal nerves are particularly 
explicit and valuable. The general excellence of the 
book as a whole is so well appreciated by the readers of 
previous editions that it will be unnecessary to do more 
than state that the present volume fully maintains the 
high standard of practical utility attained by its pre- 
decessors. 


Preparations and Appliances 








SINGER’S “*SIMPLEX ” TOURNIQUET 


The tourniquet illustrated below is made of silicon alloy 
fitted with Admiralty gun-metal main roller and controlled 
pinion. The roller and pinion pieces are cut on precision 
machines to ensure constant mesh and rotating power. Over- 
riding or slipping of the drive mechanism is entirely eliminated. 





In use, pressure is regulated by simply turning the knob after 
the band has been fastened to the limb. This instrument 
has the advantage of being simple in design and imperish- 
able. The price is 7s. 6d., and it can be obtained on applica- 
tion to the manufacturers, W. H. Bailey and Son, Ltd., 
45, Oxford Street, London, W.1. 


GLASS PROSTATECTOMY DRAIN 
Mr. A. WILFRID ADAMS, M.S., F.R.C.S., Clifton, writes: 


This tube saves the patient the encumbrance of the Hamilton 
Irving apparatus. His wound, spared contamination with offen- 
sive urine and pressure of the box, heals better. It ensures 
unimpeded outflow of urine and oozing blood following 
prostatectomy. From the glass a rubber tube leads down to 
a bedside pail. It is withdrawn on the third or fourth day 
after operation and the haemostatic bag then removed. A 
No. 35 Malecot rubber suprapubic drain takes its place. As 





this fits the drainage hole the wound continues dry. If there 
is blood in the urine the glass tube can be retained longer and 
reduce the risk of plugging by clot. 

Glass is smooth, transparent, and ready for use in standard 
size. Although helpfully curved it does not kink and, being 
uniform (1 /2-inch diameter) in calibre, a smaller size drains as 
efficiently as a bulkier one in rubber. The side holes are placed 
advantageously on the intravesical portion, which is bent to 
adapt it to the contour of the bladder. On the tube, at the 
level where it passes out of the wound, are three ridges. The 
anchoring stitch is tied distal to whichever ridge is appropriate 
for the thickness of the parietes. 
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LONDON HOSPITALS IN WAR TIME 


The great teaching hospitals of London have 
adapted themselves to the emergency with a speed 
and genius for improvisation which amazes the 
visitor, but is really the outcome of a long period 
of forethought and planning. Everywhere the note 
of quiet preparedness is struck. The buildings of 
these hospitals are in some cases modern, and even, 
as at the new Westminster, influenced by war ex- 
perience and anticipations, but more often they are 
old and rambling, and there is all the more credit to 
those concerned that they should have been made 
as proof against air warfare as steel girders and 
sand-bagging and other measures can make them. 
Earlier in the present year the Ministry of Health 
issued a memorandum on structural and other 
modifications against air-raid risks in hospitals, and 


the advice there given has proved most valuable. 


But apart from structural alterations, the new 
demands have meant an upheaval and dispersion 
enough to wring the heart of any hospital adminis- 
trator. From the London Hospital, for example, 
equipment to the value of £40,000 has been trans- 
ferred to the hospitals in the two sectors which 
radiate from it. The staff has also been split up, 
and 450 nurses have gone from the hospital to 
other institutions. Very generally these in-town 
hospitals have “come downstairs,” and basements 
and semi-basements which were formerly disre- 
garded have been found to have a considerable use 
and now house the principal departments. of the 
hospital. Here a degree of safety is afforded which 
enables the work of the hospital to proceed, if not 
in peace, at all events in quietness. At St. Bar- 
tholomew’s the former x-ray rooms and cardio- 
graphic room, which were in the semi-basement, 
also the canteen and the hospital printing depart- 
ment, have been converted into theatres for major 
and minor operations, preparation and _ service 
rooms, stores for medical and surgical supplies, 
and small emergency wards. In one part of the 
grounds entirely below the surface the ear, nose, 
and throat operating theatre has been recon- 
structed. A labyrinth of vaults under the anatomi- 


cal department has been cleared, reinforced, and 
made into shelters. One interesting construction 
at St. Bartholomew’s is a special one-way ambulance 
road, together with a ramp for walking or stretcher 
cases, to facilitate speed in reception. At Guy’s 
there are two emergency operating theatres in the 
basement, heavily protected and air-conditioned. 
Charing Cross has two operating theatres on the 
ground floor. 

The hospitals, while ready for war casualties, 
have also to provide for the acute sick of a city 
population which, notwithstanding the numbers 
who have been evacuated, is not noticeably 
diminished. A letter in the Times of September 12 
suggested that it was “ almost impossible to obtain 
admission for urgent cases of illness ” owing to the 
number of beds kept vacant for air-raid casualties, 
and the same paper printed on Wednesday of this 
week a reply from the secretary of the Westminster 
Hospital in which he pointed out that the London 
voluntary hospitals could accommodate and treat 
urgent cases coming from the districts in which the 
hospitals are situated. At the request of the 
Ministry of Health, on the outbreak of war the 
hospitals discharged to their own homes or to insti- 
tutions at a distance as many of their ordinary 
patients as possible, though such evacuation is not 
a matter which can be accomplished in a day, and 
it is still gradually proceeding. But at each hos- 
pital a certain amount of accommodation has been 
reserved for the sick and for the usual accident 
cases. At the London Hospital the beds have been 
reduced from a normal total of 900 to 180 for the 
sick and 200 reserved for casualties. At the 
Middlesex a notice appears on the great front gates 
to the effect that the gates will be opened only for 
air-raid casualty ambulances, but nevertheless 
much of the ordinary work of the hospital is pro- 
ceeding and every inch of space on the ground 
floor seems to be in occupation. Middlesex has 
120 beds allocated for ordinary—that is, non-war 
—cases, and it can claim, as can the other hospitals, 
that an acute emergency case of any kind has never 
been refused. Regard is paid, of course, here as 
elsewhere, to the fact that a hospital’s first duty is 
to the people immediately at its doors, and when 
application is made on behalf of a patient who 
lives at a distance he is referred to a hospital in his 
locality. Charing Cross also continues to admit 
urgent cases and, of course, accidents. Any neces- 
sary operation is carried out at the hospital, but 
as soon as possible the cases are transferred to the 
outer sector hospitals. One hundred and fifty beds 
are available at Charing Cross for war casualties, 
but in the meantime a certain number may be 
used for the temporary accommodation of ordinary 
sick under this “ clearing house ” arrangement. At 
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the Royal Free Hospital sixty-five beds have been 
left available for civil cases, about forty of which 
are at present occupied, as against over 300 nor- 
mally. At this hospital it was particularly empha- 
sized that they were desirous of taking in all cases 
suitable for hospital treatment—that they were, in 
fact, waiting for cases, although a proportion of the 
staff, medical and nursing, had been transferred to 
the base hospital in Hertfordshire. 

At St. Bartholomew’s few patients remain in the 
upper wards, and many of the beds have been taken 
for the use of the staff and for voluntary helpers 
who sleep on the premises. The medical staif at 
St. Bartholomew’s is working in three eight-hour 
shifts, the nurses in twelve-hour shifts. There are 
three teams of physicians, surgeons, qualified assis- 
tants, and student assistants, with A.R.P. workers 
and ambulance men standing by. Guy’s also has 
a triplicate arrangement—one staff on duty, one on 
call, and the third off duty. On an air-raid warning 
being given, the staff on duty go straight to their 
prearranged posts, the staff on call take what shelter 
they can in the hospital precincts, and the staff off 
duty are not required to go to the hospital. Guy's 
has its own decontamination squad, but it is only 
prepared to deal with both gassed and wounded. 
As a casualty receiving station it deals in an air 
raid with ambulance and stretcher cases, no walk- 
ing wounded being admitted; for these there is 
available on or near the premises the first-aid 
station of the local authority. Guy’s is making no 
distinction between ordinary sick and casualties— 
that is to say, if sick require admission they are 
taken in, but they are evacuated as soon as possible 
to the outer hospitals. At present the accommoda- 
tion is 135 beds for the ordinary sick—we under- 
stand that only about one-third of these are occu- 
pied at the moment—and 200 for casualties. 

The out-patient department at nearly all the 
hospitals has been closed, although the casualty 
department is still running, and to some extent 
replaces the other. At the London Hospital the 
out-patient department was closed when the war 
started, but it is reopening in a modified way, for 
there are many cases, such as diabetics, of which, 
even in such an emergency as the present, the 
hospital cannot be oblivious. Much the same 
story is told at every hospital. At St. Bartholo- 
mew’s the emergency casualty department, with a 
few out-patients, is being carried on. At Guy’s we 
were informed that although the complete out- 
patient organization has been curtailed for the time 
being. the hospital is gradually and cautiously re- 
ceiving out-patients again. But the patients who 
were accustomed to attend for conditions which 
could quite well be treated without invoking the 
resources of a hospital are encouraged to go back 


to their own doctors and are given a note to take 
with them. A _ certain amount of out-patient 
service, however, is considered necessary from a 
teaching point of view. A general medical and 
surgical clinic is maintained daily at Guy’s, chiefly 
for teaching purposes. Some specialist clinics are 
also gradually being formed, again with teaching 
necessities in mind, because Guy’s has still about 
100 students on the emergency medical staff. Two 
clinical lectures are being given on most days and 
the round of the wards is made. There is no 
organized pre-clinical teaching, but on the whole it 
is felt possible to give a fairly complete clinical 
course. At the London, Middlesex, Charing Cross, 
and other schools, the students are distributed 
among the hospitals in the respective sectors, where 
they are probably obtaining an enlarged and un- 
usual clinical experience. Out-patient work was 
stopped also at the Royal Free Hospital immedi- 
ately war broke out, but it has now been restarted, 
and teaching is taking place in the out-patient de- 
partment as well as on the relatively few cases in 
the wards ; tutorial lectures are being given. 

This is not the time to add up the bill of costs 
which this immense hospital change-over has en- 
tailed. The house governor of one_ hospital 
informed us that £8,000 has been spent on emer- 
gency theatres, emergency lighting and darkening, 
and other such work, and that, of course, is only 
one relatively small item. The tremendous inter- 
ruption of ordinary hospital work has been a dis- 
heartening matter, but everyone seems to have risen 
to an unprecedented occasion, efficiency and good 
humour everywhere obtain, and, above all, a sense 
of readiness for any demand which the times may 
bring. 





SYMPATHETIC VASOMOTOR ACTIVITY 


An idea that is fundamental in current vascular 
physiology is that the sympathetic vasomotor 
nerves are predominantly, if not exclusively, tonic 
and constrictor in action. This conception 
appeared to be firmly established as a result of 
animal experiment many years ago, but it may 
need some -revision in the light of recent work 
on man. Lewis and Landis’ were the first to point 
out that the vasodilatation following sympathetic 
cervico-dorsal ganglionectomy in man remains at 
its full intensity for but a few days, the limb 
ultimately becoming cooler than its normal fellow 
when the subject is hot. In discussing this pheno- 
menon Lewis and Landis considered the possibility 
of vasodilator fibres in the sympathetic, but found 
no evidence for this at the time; they concluded 


* Heart, 1929-30, 15, 162. 
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that the cooling of the sympathectomized limb 
was due to a regain of tone in the denervated 
vessels. Since then Freeman, Smithwick, and 
White,” and Grant® have shown that sympathecto- 
mized vessels react unusually strongly to adrenaline 
and other vasoactive substances. In 1931 Lewis 
and Pickering‘ demonstrated that the vasodilata- 
tion in a limb brought about by raising the tem- 
perature of the body was effected through the 
sympathetic nerves. They showed in patients with 
Raynaud’s disease that warming of the body also 
caused full vasodilatation in the hands; while in 
the same patients paralysis of the vasomotor fibres, 
produced by anaesthetization of the ulnar nerve, 
not only did not give rise to vasodilatation in the 
fifth finger but actually delayed very much the 
dilatation caused by warming the body. The con- 
clusion was that the facts could only be explained 
by the presence of vasodilator fibres in the sym- 
pathetic, which were stimulated by warming the 
body. These early observations have been con- 
firmed, and extended to the foot also, by Fatheree 
and Allen,’ but again in diseased subjects in whom 
alone peripheral disturbances reducing blood flow 
in the cold extremity make the demonstration 
possible. . 

It has, however, now been demonstrated con- 
clusively by Grant and Holling’ that vasodilator 
nerves supply the skin of the forearm and leg in 
normal subjects. According to their experiments, 
when the body is gently heated there is great 
vasodilatation in the hand and foot but none in 
the forearm and leg, where skin temperatures 
remain unchanged provided the return of hot blood 
from hand to foot is prevented by inflating cuffs 
around wrist and ankle. When, however, the body 
is very strongly heated, so that rectal temperature 
rises by about 1° to 2° C. in three-quarters of an 
hour, the skin of the forearm and leg becomes 
flushed and hot, even when the circulation in hand 
and foot is arrested. On the other hand, anaes- 
thetization of the cutaneous nerves to forearm and 
leg is not followed by flushing or warming of the 
anaesthetic skin, and, in fact, it prevents these 
changes from occurring when the body is strongly 
heated; the anaesthetic area remains pale, dry, 
and cool, while the surrounding skin is flushed, 
moist, and hot. In normal subjects local anaes- 


thetization of the main nerve trunks thus produces 
intense vasodilatation in the hand and foot, where 
arteriovenous anastomoses are abundant, but none 
in the forearm and leg where these vessels are 
absent. Vasoconstrictor nerves thus appear to be 





? Amer. J. Physiol., 1934, 107, 529. 
> Clin. Sci., 1935-6, 2, 1. 
* Heart, 1931-3, 16, 33. 
®* Arch. intern. Med., 1938, 62, 1015. 
® Clin. Sci., 1937-8, 3, 273. 





functionally dominant in the hand and foot, vaso- 
dilator nerves being demonstrable only under con- 
ditions provided by disease. In the forearm and 
leg, however, vasoconstrictor nerves to the skin 
vessels have not yet been demonstrated in man, 
and vasodilator nerves appear to be the more 
important. These differences in relative distribu- 
tion of vasoconstrictor and vasodilator sympathetic 
nerves may help to explain why, following sym- 
pathectomy, there is a great and long-lasting im- 
provement in the circulation in the foot and hand, 
and often none in the leg and forearm. 

Our conceptions of the normal activity of the 
sympathetic vasomotor nerves have been attacked 
in another sphere by H. W. Smith and his collabo- 
rators.’ These workers have found that spinal 
anaesthesia to levels of the fifth thoracic and above 
does not lead to any hyperaemia of the kidney, 
a conclusion based on the rates of excretion of 
substances like inulin filtered from the blood in 
the glomeruli, and diodrast secreted by the tubules, 
They have found also that, whenever spinal anaes- 
thesia is accompanied by a fall in systolic arterial 
pressure, the diastolic pressure falls less, and often 
remains unaltered. These changes, it is pointed 
out, are inconsistent with a generalized arteriolar 
vasodilatation, but are more easily explained by 
a decrease in cardiac output due to stagnation of 
blood in atonic muscles and abdomen. A decrease 
in cardiac output during spinal anaesthesia has 
been recorded elsewhere. Their observations thus 
indicate that the sympathetic nerves have no 
significant tonic influence on the blood vessels 
of the kidney, and probably of the other 
viscera and lower part of the body. Smith and 
his colleagues stress that all the observations sup- 
porting the conception of the generalized vasotonic 
activity of the sympathetic have been made on 
anaesthetized animals, and that it has been shown 
that anaesthesia itself leads to an increase in sym- 
pathetic activity. This work does not support 
the idea, recently gaining ground, that splanchnic 
section may produce a favourable effect in 
hypertension by increasing renal blood flow, though 
of course this question is susceptible of, and will 
no doubt receive, more direct investigation. There 
is, these authors suggest, need for thorough revision 
of our conceptions of the normal vascular activity 
of the sympathetic system. It seems probable that 
the sympathetic is much less a tonic than an emer- 
gency system so far as its general vascular action 
is concerned. The outcome of these researches 
reveals once more the advantages of the human 
being as an experimental subject and the danger 
of applying directly to unanaesthetized men obser- 
vations made on anaesthetized animals. 


* J. clin. Invest., 1939, 18, 319. 

















SE 


The 
Inte 
Fou 
whic 
by 

eno! 
dire 
iS Sé 
his | 
have 
thro 
kind 
the 

year 
and 
SIX 

rece 
sion 
gran 
in | 
Bucs 
have 
in B 
sion 
for 
canr 
givel 
the | 
affor 
ing. 
owe: 
worl 
Divi 
educ 
to t 
mor 
healt 
dem 
prov 
and 
to p 
of t 
Divi 
spec 
repo 
med. 
of tk 
oper 
cont 
and 
and 
sion 
influ 
inter 
Virus 
Divi 
kind 
mals 
activ 
ment 





1 





Sept. 16, 1939 


RED CROSS AND ST. JOHN EMERGENCY COMMITTEE 


THE BritTisH 
MEDICAL JOURNAL 613 





——— 


ROCKEFELLER OVER EUROPE 


The most impressive part of the annual report of the 
International Health Division of the Rockefeller 
Foundation is the forty pages of tables at the end 
which set out the expenditure on public health work 
by the Division since 1913. The total figures are 
enormous. Almost every country in the world has 
directly benefited. Although John D. Rockefeller, who 
is said to have made gifts of 500 million dollars during 
his lifetime, was an American citizen, he and those who 
have carried on the administration of this great philan- 
thropic estate have been internationalists of the best 
kind. Of the 155 Fellowships in Public Health which 
the Division supported and administered during the 
year under review (1937), forty were held by Europeans 
and twenty-two by Canadians. During the same year 
six Governments in Southern and Eastern Europe 
received Division aid for the strengthening and exten- 
sion of their health services. Italy was assisted by a 
grant for the development of the model health centre 
in Rome, and Rumania for a like enterprise in 
Bucarest. Schools of hygiene in Greece and Turkey 
have been helped, and the State Institute of Hygicne 
in Budapest, which has been a beneficiary of the Divi- 
sion for thirteen years, had a grant for three years more 
for the purpose of obtaining essential supplies which 
cannot be procured in Hungary. About £4,000 was 
given to the University of Aarhus in Denmark towards 
the establishment of a postgraduate school which will 
afford an eight-months course in public health nurs- 
ing. This school, the first of its kind in Denmark, 
owes its origin to a “ demonstration ” of child welfare 
work carried on for six years with the aid of the 
Division. The public health nurse, employed as an 
educational agent in the home, was shown to be able 
to bring about a reduction in infant mortality and 
morbidity and to be a positive force in preserving the 
health of the general population. Following upon the 
demonstration, the Danish Government enacted a law 
providing for the employment of public health nurses 
and approved plans for the organization of a school 
to prepare them for community work. The largest 
of the categories in which the programme of the 
Division falls is the investigation and control of 
specific diseases. Some point is made in the present 
report of the growing importance in_ preventive 
medicine of diseases due to viruses. “ The knowledge 
of these diseases is advancing by leaps and bounds and 
Opening up promising new fields of investigation and 
control. New methods, new techniques, new apparatus, 
and new laboratory animals have been discovered 
and put to use.” The programme of the Divi- 
sion includes work on at least four of these diseases: 
influenza, vaccinia, rabies, and yellow fever. An 
interesting chapter in the report deals with the study of 
Viruses which is proceeding in the laboratories of the 
Division in New York City; the studies are of two 
Kinds: ultra-centrifugal and chemical. But work on 
malaria is still the most extensive of the Division’s 
activities. It co-operates with central and local govern- 
Ments in countries where malarious places exist, and 


maintains a field staff where such aid is desired. The 
work of the Molteno Institute at the University of 
Cambridge, where studies have proceeded on the life- 
cycle of malaria parasites, in particular the Plasmodium 
gallinaceum and the localization of the schizonts in 
the brain, has been assisted. The Division has also 
aided the malaria laboratory of the Institute of Public 
Health in Rome, which is interested in the cycle of the 
plasmodium and the fate of sporozoites in the body. 
Malaria control has been further encouraged in 
Eastern Europe, but the Division follows the policy of 
withdrawing its active participation as soon as the local 
or central Governments are equipped to bear the 
responsibility. This has taken place in Greece and in 
Bulgaria. 


THE RED CROSS AND ST. JOHN EMERGENCY 
COMMITTEE 


Still another indication of our preparedness for the 
war that is now upon us is contained in the announce- 
ment that the British Red Cross Society and the Order 
of St. John of Jerusalem have decided to work as one 
organization, as in 1914. It was three months after 
the outbreak of the last war before these two 
beneficent societies decided to pool their efforts and 
war-time resources in the humanitarian work of pro- 
viding extra comforts for the sick and wounded and 
supplementing the Army medical services. During 
those four years members of the joint organization 
accompanied the Army, helped to staff hospitals 
under the direction of the Army authorities, and pro- 
vided for the troops such additional comforts as 
blankets, foodstuffs where necessary, canteens, and 
recreation facilities. A special feature of the activities 
of the Red Cross—made easy by its international 
scope and organization—was relief work on behalf of 
prisoners of war in enemy centres; it also sent out 
agents and complete staffs to all Allied fronts. Such 
was the work of this organization from 1914 to 1918, 
work which it was only able to perform through the 
repeated generous response of the public to appeals 
for financial help. We stand now at the beginning 
of another war, in which attack from the air on the 
“home front” is an unpleasing prospect for which this 
country is well prepared. The British Red Cross and 
the Order of St. John must therefore now add to their 
great task the relief of the suffering and injury 
which may be inflicted on the civil population. We 
publish in our correspondence columns to-day an appeal 
from the Emergency Committee of the Red Cross and 
St. John Ambulance for financial help in a task which 
cost £17,000,000 in the last war. The appeal is issued 
above the signatures of the Duke of Gloucester, who 
is Grand Prior of the Order of St. John and Chairman 
of the Council of the British Red Cross Society, Sir 
Arthur Stanley, Chairman of the Executive Council of 
the Society, and Lord Scarbrough, Sub-Prior of the 
Order of St. John of Jerusalem. It may smack too 
much of an appeal to self-interest to ask prospective 
donors to think of their response in terms of the help 
which they or their dependants may need in the 
event of air attack on large cities, but this must be 
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one of the reasons why every individual should give 
all he can afford and more to a humane work which 
is fighting gallantly against the inhumanity of war. 
It should be added that the Emergency Committee of 
the British Red Cross and the Order of St. John is 
voluntary. Donations should be sent to Sir William 
H. Goschen, K.B.E., Hon. Treasurer, Red Cross and 
St. John Fund, at Messrs. Coutts and Co., 1, Park 
Lane, W.1. Those wanting to subscribe to the Red 
Cross or St. Andrew’s Ambulance in Scotland should 
send their donations to the Treasurers, Scottish Red 
Cross, 163, West George Street, Glasgow, or the 
Secretary, St. Andrew’s Ambulance Service, 98, North 
Street, Glasgow. 


SWEAT AS A FUNGICIDE 


Some interesting work has been done in America by 
Samuel M. Peck and his assistants' on the role of 
sweat as a protection against fungus infections of 
the skin. The hypothesis that sweat may have any 
definite protective action of this kind runs contrary 
to the accepted notions of most people, for we have 
always been accustomed to think that hyperidrosis 
conduced to fungoid infection of the skin. and the 
prevalence of such infections in hot climates has always 
been considered to support that theory. Dr. Peck, 
however, ascribes that undoubted clinical fact not to 
the actual hyperidrosis but to the dilution of the sweat 
that takes place under such conditions. He shows that 
sweat, the secretion of which has been induced by 
heat, has undoubted fungicidal properties which are 
due to its content of various organic acids—-for 
example, acetic, lactic, and ascorbic acid. Substances 
must be present in proper concentration to exert their 
effect. The areas of the body where there is the 
greatest concentration of sweat seem, he says, to have 
less tendency to fungus infection, which may, he finds, 
respond well to the topical applications of these acids 
in proper concentration. On the other hand, sebum 
has no fungicidal properties at all. Peck supports his 
theory by pointing out that the areas of the hands and 
feet where there is most active secretion of sweat 
are on the palms and soles, which are seldom infected, 
whereas the arch of the foot, which is comparatively 
free from actual sweat, is a favourite site for epidermo- 
phytosis ; another favourite site is between the toes 
and in the clefts of the base of their flexor surfaces. 
Peck states that little sweat is excreted in this position, 
and that the-insensible perspiration there, unlike the 
sweat secreted in response to heat, has but little fungi- 
cidal strength, and this forms an ideal situation for 
the development of fungi. Acting upon these ideas, 
he has employed mixtures of lactic acid, propionic 
acid, butyric acid, and ascorbic acid in proper con- 
centrations as local remedies for fungus affections. 
Four different preparations were employed: (1) 10 per 
cent. sodium propionate in 50 per cent alcohol; (2) a 
powder containing 15 per cent. sodium propionate in 
Venetian talc ; (3) an ointment containing 15 per cent. 
of sodium propionate in lanolin and petroleum jelly ; 


+ Arch. Derm. Syph., Chicago, 1939, 39, 126. 
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and (4) a solution containing all the five acids men. 
tioned above in the strength of about 0.3 per cent, 
dissolved in 50 per cent. alcohol. This solution was 
used only in cases in which fungi could be demon. 
strated microscopically. Satisfactory results were 
obtained in epidermophytosis, although Peck is as yet 
unable to say anything about the permanence of cure, 
It is not surprising to find that he had no success in 
the treatment of ringworm of the scalp. On the other 
hand, in eczema of non-fungous origin, especially in 
the groin and the axilla, he found that these sub- 
stances were definitely irritating, suggesting that sweat 
plays a part in causing eruptions in these areas. 


RADIUM PRECAUTIONS 


In the Journal of August 12 we described briefly the 
precautions it was then proposed to take for the safe 
storage of all the radium under the control of the 
Radium Institute. The radium was to be deposited in 
a shaft bored fifty fect deep, and a special building 
has been erected over the shaft at Mount Vernon for 
the protection of the person manipulating the radium 
carrier. The National Radium Commission has issued 
a memorandum to secretaries and radium officers at 
national and regional radium centres in which it points 
out that in the earlier stages of war radium treatment 
is likely to prove impracticable. There are now 
over a hundred grammes of radium in Great Britain, 
and the Commission expresses the hope that all neces- 
sary steps for the continuous storage of radium under- 
ground have now been taken. A careful record should 
be kept of the date on which the radium was deposited, 
not only that loaned by the Commission to the centre, 
but also that owned by others and deposited with the 
centre for storage. The Commission would like to 
hear of any suggestions on the possibility of resuming 
treatment by radium when we have had further experi- 
ence of war conditions. Results of any action that 
may then be taken will be available for the information 
of radium centres. Payment of rent for national 
radium will not be expected during the period of 
deposit underground. While it is expected that the 
work of the Commission will be much curtailed for the 
time being, an effort will be made to deal with urgent 
inquiries, which should be addressed until further 
notice to the Office Secretary, 18, Park Crescent, 
London, W.1. Communications should be by letter or 
by telegram, and not by telephone. 


Owing to the war there will be no Annual Meeting 
of the British Medical Association in 1940. It was to 
have been held at Birmingham. 


os — SE 


In order to avoid delay and to meet the present difficulties 
of printing the Journal, all small advertisements, accompanied 
by remittance, should reach the Advertisement Manager not 
later than Monday for inclusion in the issue that goes to 
press the same week, 
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WAR WOUNDS AND 


AIR RAID CASUALTIES 


The following article is a supplement to the series of lectures on war wounds and 
air raid casualties printed in these columns 


TREATMENT OF PSYCHOLOGICAL 
CASUALTIES DURING WAR 


BY 
MAURICE B. WRIGHT, M.D. 


Before considering the treatment of individual psychiatric 
casualties there is first of all the much bigger question of 
policy. What policy will be adopted with regard to the 
position of the hospitals for these casualties, either within 
or fairly close to the danger zone, or further away and 
immune from attack? Will patients as a matter of 
policy, not emergency, be sent to their homes as soon as 
the symptoms of anxiety hysteria have been relieved or 
the conversion hysteria cured for the time being by what- 
ever method, or will all except the very mildest cases be 
given the chance of complete rehabilitation before being 
sent back either to civilian life or to their unit in the 
combatant services? In a severely raided civilian popula- 
tion, where psychiatric casualties are certain to be heavy, 
mere pressure on bed space, either inside or without the 
danger zone, may make it impossible to keep any but the 
severest casualties in hospital. Apart from necessity, 
however, two more or less opposite opinions are held by 
psychiatrists of experience. One point of view is largely 
that of psychiatrists who had experience in the last war 
in France or other fronts; the other is held mainly by 
those whose main experience at any rate was in special 
hospitals for psychiatric casualties at home. 


Choice of Treatment 


The first group hold from their experience that 
psychiatric casualties should be treated in hospitals within 
the battle area. They should be treated by any methods, 
to be discussed later, which would render them more or 
less symptom-free, and then returned to their unit. The 
second group, to which I myself belong, would hold that 
there were very frequent relapses among those treated by 
rapid methods, and that relapsing cases were much harder 
to deal with than those evacuated on their first break- 
down. They would hold that among those sent back too 
soon there was a not negligible danger of suicide, 
wounding by deliberate exposure to enemy fire, or of 
self-inflicted injury ; they would believe, too, that no case 
of anxiety or conversion hysteria can be fully rehabilitated 
in a matter of days. The most serious criticism would be 
that, according to all modern psychotherapeutic theory, 
methods of treatment which stress the removal of symp- 
toms rather than treatment of causal factors may have 
utilitarian value but do not make for permanent cure. 


Let me say at once that I quite realize the practical 
value of the first method during the last war, which was 
waged between combatant troops and not directed 
mainly against the civil population. These methods 
did return a good number quickly to their units, and 
certainly some of them remained stable ; but they remained 
Stable for a certain definite reason. They were treated 
by methods which I should like to call the methods of 
authority, and they were returned to authority ; they could 
accept it and find value in the discipline, the morale, and 


camaraderie of their unit. They very possibly had a 
period in rest camp for further readjustment. For them 
their unit was just as good as, or perhaps better than, a 
hospital for regaining morale. The point I want to 
emphasize. most strongly, because I believe it to be the crux 
of the matter, is that the situation is entirely different 
when we are dealing with psychiatric casualties in a 
civilian population. If they are treated by authoritarian 
methods and sent as quickly as possible to their own 
homes they will be removed from authority to where 
there is no authority to help them. They would return 
to homes possibly in a bombed area to a family which, 
even if still intact, would probably be badly shaken. Only 
a large body of social workers could find out whether 
they would return to conditions where there was any 
possibility of restoration of morale. 


Use of Authoritarian Methods 


I must now define what I mean by authoritarian 
methods. Let us start with the French method as 
described by Lhermitte. He insists first of all that the 
physician must be a man of strong will, that he must 
have the iron hand in the velvet glove; the patient must 
at all costs be mastered. If what he calls psychological 
conversations did not relieve symptoms the patient was 
isolated in a single room, given a diet of milk and bread, 
or later of bread and water if the symptoms still remained. 
If he relapsed he was returned to rigorous confinement. 
He was also kept in confinement if he refused treatment 
by faradization, which can be, and was in my personal 
experience, a very exquisite form of torture. Treatment 
by hypnotic suggestion, persuasion, and re-education, 
although not so punitive as the French method appears to 
have been, is, if only directed against the symptoms, an 
authoritarian method. The physician stands for the stern 
or kindly parental authority who, with the patient either 
in the hypnotic state or in full consciousness, insists that 
the symptom, whatever it is, be given up. It may be 
given up or, as is so often the case, changed over to 
another symptom, but without any true insight into the 
meaning of the latter. Treatment by hypnotism with 
abreaction of affect—that is, the revival of traumatic 
memories in hypnosis—undoubtedly produced dramatic 
relief of symptoms in many cases; but it is doubtful 
whether the patient gains any true insight by this method, 
and I have certainly seen cases where the abreaction was 
so violent and disturbing that further treatment would not 
be accepted. There is one definite danger in the use of any 
authoritarian method in a fairly large group of cases—they 
may become rebels against authority, and if they relapse 
are much harder to treat. 

All forms of psychotherapy depend to some extent upon 
authority. All psychiatrists know that at some time or 
other during treatment they may come to stand for father 
or mother to the patient. But there is all the difference 
between the parent who just forbids and says “ Don’t” 
and the parent who is trying all the time not to forbid 
but to explain. 

During the last war in the special hospitals for 
psychiatric casualties authoritarian methods of some sort 
were used in varying degrees. In some, authority was 
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much too strict; in others, very definitely there was too 
little. It must be remembered that at that time there were 
very few trained psychotherapists or psychologically minded 
physicians, and these were generally overworked and over- 
loaded by details of administration. Towards the end of 
the war, when officers had been trained at Magull in the 
psychological approach, conditions did improve and better 
work was done. It can be hoped, I believe, that con- 
ditions in the present war will be better; there will still 
be a shortage of trained psychiatrists, but it will not be 
so acute. and the whole attitude of the profession and the 
laity towards the genuine psychological approach to the 
problem of the neuroses has been revolutionized to a large 
extent. There will be one great difficulty in the treatment 
of civilian casualties—the lack of authority. Patients will 
be free agents, and many will clamour to go home before 
they are fit to go. 


Treatment of Psychiatric Casualties 


To come now to a brief consideration of what can be 
done for psychiatric casualties, and I shall refer only to 
the treatment of cases of anxiety and conversion hysteria. 
At the first-aid post probably very little can be done. 
Cases of simple terror should be allowed to sit quiet in 
some place of reasonable safety ; they should be reassured 
and their ego ideal restored, not by urging them to be 
brave but by pointing out that their fear is only natural 
and normal, and will pass quickly because their self-control 
has only temporarily been weakened; a hot drink of 
coffee, perhaps a very mild sedative, and I believe most 
of them will leave of their own volition. 

Anxiety hysterics will arrive of every grade of severity— 
the screaming uncontrolled hysteric, the mute and terror- 
stricken with some confusion or amnesia. They will come 
in mostly, I think, as stretcher cases, or, if walking, will 
be brought in by others, volitional control having gone. 
The severer cases must be evacuated as soon as possible 
to casualty clearing stations ; an adequate dose of sedative 
should be given—I believe a big dose of one of the 
barbiturates is better than morphine for anxiety hysteria. 
Paraldehyde per rectum would also be valuable. Cases of 
hysterical stupor must of course be evacuated, and I think 
no attempt should be made to rouse them until they have 
reached the casualty clearing station and adequate nursing 
is available. Cases of conversion hysteria may come in, 
especially from places near to a serious explosion. Those 
patients who are seen within an hour or two and with no 
latency period may possibly have their functions restored 
by prompt persuasion and suggestion, but even if this is 
possible I believe they should also be evacuated because of 
the danger of subsequent acute anxiety or relapse. 


At the casualty clearing hospital the amount that can be 
done must depend on the policy advocated and pressure on 
beds. It has been suggested that psychiatric casualties 
may remain at the larger casualty clearing stations for 
a period of days or weeks in the hope that they may 
recover sufficiently to be sent home. It has also been 
suggested that there will be at any rate a visiting 
psychiatrist to advise on selection and diagnosis. Treat- 
meni must, however, remain mainly on the lines of 
physical medicine—rest, whatever quiet is possible, isola- 
tion in severe cases because of the real danger of con- 
tagion, sedatives. From experience of very severe hysteria 
in peace time I believe prolonged narcosis may be valuable 
if adequate nursing is available, and evipan narcosis with 
suggestion given during return to consciousness. At both 
first-aid posts and casualty clearing stations any serious 
attempt at psychotherapy will probably be impossible. 
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Treatment at Special Hospitals 


We now come to the question of treatment at special 
hospitals for psychiatric casualties. The problem of the 
organization and management of these hospitals, many of 
which will be entirely for civilian casualties, will be a 
very difficult one. They will be entirely different from any 
special hospital during the war. They will presumably 
be large, admitting both sexes and people of all ages, of 
all types, classes, and even races, if areas of maximum 
density of population are heavily bombed. Also, as 
mentioned before, it will be impossible to maintain the 
same discipline and authority as in a military hospital, 
It will be extremely difficult to establish the right sort of 
atmosphere for good psychotherapy. It must always be 
remembered that every psychoneurotic is ill in mind more 
than in body, whatever his symptoms, and yet retains free- 
dom to continue or discontinue treatment. I can foresee 
many, but not insurmountable, difficulties. 

We will presume that in the hospital there will be a 
certain number of trained psychiatrists, men and women, 
There will certainly not be an adequate number—there 
never will be except in a Utopia which none of us, at any 
rate, will ever live to see. I want now very briefly to state 
again what is the difference between the method of the 
modern psychiatrists and any method based entirely or 
largely on the use of authority. Modern psychotherapy 
of every school is based on a very simple premise that 
all and every neurotic symptom or neurotic maladjustment 
is the outward and visible sign of an inward and psycho- 
logical disharmony, and it is a disharmony of which the 
patient is to a great extent unaware. The task of every 
psychotherapist, whatever his technique, whatever hypo- 
theses of mental mechanism he may hold, is to try to help 
the patient to a solution of this disharmony ; by bringing 
home to him the meaning of the symptoms he is made to 
realize that the symptom has no longer any value for any 
part of his personality. 

All who during the last war had time and opportunity 
to do any kind of analytical work on the war neurotics 
found, as we shall find again, that the anxiety hysterics 
and conversion hysterics had never been completely well- 
adjusted people. They may not have been badly neurotic, 
but any full anamnesis, which is always the essential 
starting-point of all psychological treatment, will reveal 
some neurotic or character maladjustments—unduly 
anxious, unduly dependent, an over-strict and rigid code 
of morals and ethics which inhibited the expression of 
normal instinctive drive, either sex or aggression, or both. 
This is not the place to discuss different techniques of 
analytic approach—the aim will be the same in all. All 
the resources of a special psychiatric hospital will have 
to be directed to one end only—the mental and _ physical 
rehabilitation of the casualty; there must be carefully 
planned recreation and occupation, and the nursing must 
be of the highest order for the work. The nurse must be 
sympathetic towards the patient as a personality, but not 
express too much sympathy about the symptoms, what- 
ever they are. The nurse must be taught that most of the 
patients will have regressed to a level of infantile depend- 
ence; they will tend to make mother figures of their 
nurses, and they must slowly be weaned from this. It 
was noted in the last war that most severe anxiety 
hysterics became sexually impotent and yet craved the 
presence of their womankind. In war time, I believe the 
psychiatrist must take his nurses, if they are good, into 
his confidence; he must tell them something of the 
problems of the patient and get their help. During the 
last war many nurses became invaluable helpers to the 
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psychotherapist ; the opposite is unfortunately true, that 
an unwise nurse or relative may block all his efforts. 


War-time Differences 


There are certain very important aspects of the 
psychiatric casualty in war which will differentiate them 
from the psychoneurotic in times of peace. One out- 
standing feature in a large proportion of anxiety hysterics 
is the constant demand for security. They feel no inner 
sense of security or independence, and make constant 
demands on the outside world, their family, or their 
group for the security they need. In a war casualty this 
need for security will be enormously increased, and during 
war the outside world can offer the patient little or any 
of the security. This intense need for security will make 
it extremely difficult for many cases to be returned to a 
world when all the bulwarks of peace-time security have 
been broken down. Every psychoneurotic is also to a 
greater or less extent asocial; he may make superficial 
contacts, but never in any real sense identifies himself with 
his group or community. If he becomes a war casualty 
these asocial tendencies may be enormously increased. He 


-may have seen all his world tumble about his ears—the 


loss of friends and relatives, as well as material losses. 
His world has never offered him much, but now offers him 
nothing at all. He may sink into complete apathy, from 
which it will be very difficult to rouse him. It will need 
all the resources not only of a psychiatric hospital but 
later of social workers and every kind of social organiza- 
tion to rehabilitate these patients and make them feel 
the need in themselves for life in a community. 

There is one other aspect of the psychiatric casualty of 
war which may become a very serious one; there was 
some evidence of this at the end of the last war and 
afterwards. In every psychoneurotic there is maladjust- 
ment to the normal aggressive instinct. The acute mental 
sufferings of the war casualty may release this instinct of 
aggression in dangerous anti-social forms, He may become 
the complete rebel against all forms of authority and 
against the form of civilization which he holds responsible 
for his sufferings. 

Conclusion 

To sum up, at the first-aid post and casualty clearing 
station treatment will of necessity be on the lines of 
physical medicine. At special hospitals treatment will be 
mainly psychological, combined with every other aid that 
can be devised towards socialization and the rebuilding of 
a normal ego ideal. Authoritarian methods will be used 
again, and have a real value in many cases. It is hoped, 
however, that the volume of experience in psychological 
methods of the last twenty years may prove its net value. 








In the Statistical Year-Book of the League of Nations— 
which has appeared regularly since 1927, and of which a new 
edition has now been issued—the Economic Intelligence 
Service provides statistical information of interest both to 
specialists and to the general public. The yearbook deals with 
a large number of subjects. The statistical tables, carefully 
kept up to date, relating to the territories and populations 
of all countries in the world and to the natural movement of 
those populations, are of general interest. The 1938-9 edition 
contains new tables relating to the number of survivors as 
shown by life tables, and to the changes which have occurred 
in the structure of the population according to the main age 
groups—namely, the young (under 15), persons of productive 
age (15-64), old people (65 and over), and women of child- 
bearing age (15-49). A large amount of information, part of 
it hitherto unpublished, is provided concerning mortality rates 
according to age, the fertility of women, and gross and net 
rates of reproduction. This information throws light on the 
Probable future trend of the population of each country. 


Reports of Societies 








SULPHONAMIDE THERAPY 


At a meeting of the committee of assistant medical officers 
of the London County Council, held under the auspices 
of the Metropolitan Counties Branch of the British 
Medical Association at B.M.A. House recently, a discus- 
sion on experiences in the clinical use of drugs of the 
sulphonamide group was opened by Dr. J. H. Simmons. 
Dr. W. ALLEN DALEy was in the chair. 


Dr. Simmons described how eighty-four cases of pneu- 
monia in adults were treated with sulphapyridine. Two- 
thirds of the cases were of lobar pneumonia, while the 
remainder were cases of bronchopneumonia or of febrile 
bronchitis. There were fifteen deaths in the series, of 
which eleven were due to pneumonia. Three of these 
eleven patients had had sulphapyridine administered for 
less than twenty-four hours before death, and in only 
three of the remainder did the sulphapyridine appear to 
have no effect. The dosage employed was | gramme 
four-hourly for forty-eight hours, followed by | gramme 
three times a day for three days; an average of 20 to 
24 grammes was given in each case. If there was no 
response to treatment in five days it was useless to con- 
tinue, and indeed it was usually found that the diagnosis 
had been incorrect. “ Failures” of this type were later found 
to be cases of tuberculous bronchopneumonia, empyema, 
and primary lung abscess. In the majority of cases the con- 
dition terminated by crisis in twenty-four hours, irre- 
spective of the day of disease on which the treatment was 
begun, and in 80 per cent. the temperature became normal 
in forty-eight hours. In eight cases there was a relapse 
on terminating the treatment, which was controlled by 
repeating the administration of sulphapyridine. The drug 
appeared to be just as effective whatever the type of ihe 
pneumococcus. Vomiting and cyanosis were not un- 
common complications, but were of little significance. 
The former was often overcome by powdering the tablets 
or by giving an intramuscular injection of the sodium salt. 


Dr. L. J. M. LAURENT said that individual idiosyncrasy to 
these drugs was more important than toxicity. In strepto- 
coccal infections sulphapyridine and sulphanilamide were 
of equal value. In cases of erysipelas failure to improve 
under treatment with these drugs made the diagnosis 
questionable ; all local treatment and all anti-sera had been 
rendered obsolete by the introduction of these new com- 
pounds. Sulphanilamide was useless in the treatment of 
the toxaemia of scarlet fever. When it was given alone, 
to prevent complications, the results were inconclusive ; 
better results were obtained if antitoxin was injected 
at the same time. Late otitis media and late adenitis 
ran a milder and shorter course under treatment with 
sulphanilamide, but if mastoiditis existed it was dangerous 
to delay operation even if the patient seemed well. 
Nephritis was no contraindication to the administration 
of sulphanilamide if serious septic complications were 
present. Acute streptococcal tonsillitis responded well to 
sulphanilamide therapy, but acute rheumatism and 
carditis were not prevented. 

In cerebrospinal fever sulphapyridine was superior to 
sulphanilamide. Eleven cases had been treated with one 
of these drugs and with meningococcal antitoxin, with two 
deaths. The recoveries were much more rapid than with 
serum alone. In proved pneumococcal infections only 
sulphapyridine had been used. As good recoveries were 
seen in post-influenzal pneumonia as in primary lobar 
pneumonia. Many relapses were observed after stopping 
the drug, one as late as fourteen days after. Four of 
these relapsing cases which came to necropsy showed small 
foci of suppuration in the lungs or pleura. The same 
type of organism was found in the relapses as in the 
criginal attacks. The general impression was that these 
drugs were most effective against an organism invading 
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the tissues or the circulation ; in the presence of a specific 

toxaemia they were of less value, and in the presence of 

suppuration surgical drainage still remained imperative. 
Measles, Whooping-cough, and Urinary Infections 

Dr. A. R. THOMPSON recounted his experiences, in 
collaboration with Dr. Greenfield, with prontosil album 
and proseptasine in the prophylaxis and treatment of 
complications of meastes and pertussis. Some 1,463 cases 
were analysed in detail, and the results showed that in 
the treated group there was a considerable decrease in 
incidence in the aural complications of measles and in the 
pulmonary complications of both diseases, while thera- 
peutically the drugs gave encouraging results in brencho- 
pneumonia and in otitis media. The drugs were well 
tolerated, although prontosil appeared to be more toxic 
—and also more effective—than proseptasine. Recent 
trials with sulphapyridine had yielded similar results in 
pertussis and m bronchopneumonia, except in the presence 
of gastro-enteritis. This drug was well tolerated by children, 
but caused gastric irritation and depression in adults, 
although the soluble preparation had given good results in 
influenzal pneumonia and in cases of cerebrospinal fever. 
Toxic eruptions appeared to be more common with sulpha- 
pyridine, and might be confused during future epidemics 
with measles, rubella, and scarlet fever. Severe reactions 
might follow in patients sensitized to these drugs or after 
exposure to ulira-violet light. 

Dr. G. MELTON described a series of seventy-one cases 
of urinary infection treated with sulphapyridine. Many 
of the patients received 3 grammes daily, though smaller 
doses also proved effective. In fifty-six cases the infection 
disappeared, and in most of the other cases the symptoms 
were relieved. The treatment was most successful in 
acute urinary infections and in the pyelitis of pregnancy. 
The only toxic symptoms noted were nausea and 
vomiting. In some cases there was a tendency to leuco- 
penia, but in only three patients did the white-cell count 
fall below 4,000 per c.mm. 


Need for Caution 


Dr. WILLIAM GUNN expressed himself as convinced of 
the bacteriostatic action of the new drugs, but urged the 
need for caution in accepting at their face value the 
recorded results of the use of the sulphonamide drugs 
in different conditions. It was the exception for treated 
cases to be compared directly with contemporaneous 
untreated cases, and favourable findings were therefore 
ascribed entirely to the action of the drug employed. 
There was reason to believe that a decline had taken 
place in the last few years in the severity of infective 
processes ; this was probably due as much to alterations 
in the host as to changes in the virulence of the invading 
micro-organism. Even in the treatment of the first disease 
for which sulphonamide and its derivatives was applied 
he had to confess to a feeling of disappointment at times, 
as the drug might fail for no clearly discerned reason 
in cases in which success might be expected or in which 
it was most hoped for. It was a significant observation 
that while the incidence of streptococcal septicaemia had 
declined steadily among the total of cases admitted each 
year to the puerperal sepsis unit at the North-Western 
Hospital, during the years 1932-8 the case fatality of 
septicaemia had remained unaltered apart from small 
yearly fluctuations. It was very doubtful whether the use 
of the sulphonamide compounds had any bearing on the 
lowered incidence of septicaemia, as this complication 
(unlike local invasions, such as pelvic cellulitis and 
peritonitis) was almost invariably present on admission. 
The proportion of patients to whom these drugs were 
administered prophylactically before admission and_ the 
dcsage of the drugs were alike too small to have any 
effect on the issue. 

Other Conditions 


Dr. R. Swyer said that prontosil and sulphapyridine were 
used at the North-Eastern Hospital in six cases of typhoid 
fever. 


The impression gained was that these drugs, and 
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perhaps more particularly sulphapyridine, did exercise a 
bacteriostatic effect upon B. typhosus in the blood stream; 
a typical relapse in a patient with a positive blocd culture 
was aborted and the biood culture became sterile in a few 
days. A seventh patient—-a severe ambulant case—was 
treated with sulphapyridine and a single full dose of Felix’s 
Vi-serum, and became convalescent within ten days of admis- 
sion. These results were suggestive, but extended confirmatory 
observations were necessary, especially upon patients treated 
jointly with one or other of theSe drugs and Vi-serum. 

Dr. A. KAHAN said that at St. Alfege’s Hospital 121 cases 
of lobar pneumonia under the age of 70 were treated with 
sulphapyridine. Six patients died, including two who were 
moribund on admission and a diabetic ill for three weeks 
before admission to hospital. A course of 15 grammes in 
three and a half days was given, and was sufficient in all but 
ten cases. A very noticeable feature of the series was that 
very few cases required oxygen ; this was particularly empha- 
sized because in the previous winter the frequent use of oxygen 
tents had appeared to be an increasingly valuable therapeutic 
measure. Vomiting occurred in about 15 per cent. of cases, 
and could be prevented in many by giving an alkaline draught 
a few minutes before the sulphapyridine, and crushing the 
tablets. A series of cases of bronchopneumonia in children 
showed similar good results, with four deaths in forty-six cases, 

Dr. OGitvy Reip described the case of a nurse who, within 
two years, had survived two attacks of meningitis compli- 
cating ear disease. The first was due to the haemolytic 
streptococcus and was treated by radical mastoidectomy and 
subarachnoid drainage supplemented by the administration of 
prontosil, and the second, due to the pneumococcus, was 
treated with sulphapyridine only. He thought the response 
to treatment was immediate if chemotherapy was going to be 
successful. In both attacks in the case refersed to the second 
culture of the cerebrospinal fluid was sterile and the cell 
content had fallen markedly, although the first specimen in 
each case was teeming with organisms and cells. 

Dr. H. E. S. PEARSON described the treatment of four cases 
of pneumococcal meningitis with sulphapyridine. In one of 
these, a boy of 11, the initial dose was the relatively small one 
of 1/2 gramme four-hourly. After an early improvement he 
relapsed and died four weeks later, and was found at necropsy 
to have a large interpeduncular abscess. Two adult cases, 
in whom twice this dosage was used, made prompt and 
uninterrupted recoveries, the cerebrospinal fluid becoming 
sterile in the first twenty-four hours. The fourth patient was 
not treated until the tweifth day of disease, and died on the 
same day. It was suggested that the first case pointed a 
moral in the question of dosage, and that in this disease the 
desideratum was the rapid raising of the sulphanilamide 
content of the blood to the optimum level at the inception of 
treatment. This could be accomplished by the early adminis- 
tration of at least | gramme per stone body weight, followed 
by a smaller periodic: dose to replace loss by excretion. 


A total of 857 hosnitals in Canada reported their activities 
to the Dominion Bureau of Statistics in 1937, showing that 
907,305 persons or one in every thirteen of the general popu- 
lation had received care during the year, There were 872,519 
admissions, 786.731 being adults and children, and 85,768 infants 
born in hospitals. In 1936 there were 812,737 admissions. 
Discharges totalled 836,062 in 1937 compared with 788,068 
in 1936, and the number of deaths 34,744 compared with 32.405. 
The average daily number of patients in all public and private 
hospitals was 36,264. showing an increase of 1.2 per cent. over 
the daily average for 1936. The average daily stay of patients 
in public hospitals was 15.2 days for adults and children com- 
pared with 16.1 in 1936, and 12.3 for newborn compared 
with 12.5. Of the 584 public hospitals reporting, 464 had 100 
beds or fewer, and 120 hospitals had over 100 beds. The 
total number of beds in public hospitals was 47,121. The 
personnel of all reporting hospitals was 37,036, public hospitals 
having a staff of 34,465, private 1,523, and Dominion 1,048. 
There were 700 salaried doctors on these staffs, 733 interns, 
7,400 graduate nurses, 8,895 student nurses and probationers, 
404 dietitians. and 18,854 other employees. 











The 
Stat 


the 

mel 
surs 
gra 
and 
the 

Eng 
fell 
Car 
Att 
ass¢ 
bur 
Ho: 
wor 
unit 
uni’ 


has 
imn 
whc 
a c¢ 
take 
and 
Visit 
two 
inje 


med 
by 1 
qua! 
inco 
Mec 
sing 


Ann 
and 
beer 
less 
depe 
and 
Fi 
ship 
49, 
Tetu 


Tyn 
cost 
the 

ope 
con 


mot 








1 
NAL 


ise a 
eam; 
ulture 
a few 
—Wwas 
“elix’s 
dmis- 
ratory 
reated 


cases 
with 
were 
weeks 
es in 
ll but 
s that 
npha- 
xygen 
peutic 
cases, 
aught 
g the 
ildren 
cases, 
within 
ympli- 
olytic 
y and 
on of 
, was 
ponse 
to be 
econd 
e cell 
en in 


cases 
ne of 
Il one 
‘nt he 
‘ropsy 
cases, 
t and 
oming 
it was 
yn the 
ted a 
se the 
amide 
ion of 
minis- 
lowed 


ivities 
x that 
popu- 
72,519 
nfants 
ssions. 
88.068 
2.405. 
rivate 
. over 
itients 
com- 
pared 
id 100 

The 

The 
spitals 
1,048. 
iterns, 
oners, 





Sept. 16, 1939 


SCOTLAND; ENGLAND AND WALES 


THE BritIsH 619 
MEDICAL JOURNAL 





Local News 








SCOTLAND 


New Aberdeen Professor 


The King, on the recommendation of the Secretary of 
State for Scotland, has appointed William Combe Wilson, 
M.B., Ch.B., F.R.C.S.Ed., to the regius chair of surgery in 
the University of Aberdeen rendered vacant by the appoint- 
ment of Professor James R. Learmonth to the chair of 
surgery in the University of Edinburgh. Professor Wilson 
graduated in medicine at Edinburgh University in 1924, 
and after various residentships became clinical tutor in 
the surgical department at Edinburgh to Professor Wilkie. 
Engaging chiefly in research, he was awarded a Rocke- 
feller Foundation Travelling Fellowship and was also a 
Carnegie Research Fellow in the University of Edinburgh. 
After a period devoted to surgical research at Chicago in 
association with Professor Phemister, he returned to Edin- 
burgh and was appointed assistant surgeon to the Royal 
Hospital for Sick Children, where he continued his research 
work ; later he became director of the surgical research 
unit connected with the department of surgery in the 
university and with the Royal Infirmary. 


Diphtheria Immunization in Glasgow 


The Public Health Committee of Glasgow Corporation 
has decided to institute a scheme of voluntary diphtheria 
immunization for school children. Parents or guardians 
who desire to have their children protected will be given 
a consent form to be signed before immunization is under- 
taken. The scheme will be werked by the public health 
and school medical staffs with the assistance of health 
visitors, and it is proposed that each child shall be given 
two inoculations with a fortnight’s interval between the 
injections. 





ENGLAND AND WALES 


Epsom College Pension and Scholarships 


A vacant “France” Pension of £30 per annum for a 
medical man in reduced circumstances will be filled shortly 
by the Council of Epsom College. Candidates must be fully 
qualified medical men of not less than 55 years of age, whose 
income, independently of any allowance from the Royal 
Medical Benevolent Fund, does not exceed £100 a year if 
single and £150 if married. 

The Council will also proceed to elect two or more St. 
Anne’s Scholars. Candidates must be fully 9 years of age, 
and must be orphan daughters of medical men who have 
been in independent practice in England or Wales for not 
less than five years. The value of each scholarship is 
dependent upon the means of the applicant and the locality 
and fees of the school selected. 

Forms of application for the vacant pension and _ scholar- 
ships can be obtained from the secretary of Epsom College, 
49, Bedford Square, W.C.1, and must be completed and 
returned by October 15. 


Newcastle General Hospital: Maternity Department 


The new maternity department of the Newcastle-upon- 
Tyne General Hospital opened ca August 10 at a total 
cost of £26,739, or approximately £891 per bed, supersedes 
the twelve-bed ward for maternity cases which was 
Opened in 1904. Since then the number of confinements 
conducted in this ward have increased from 99 in 1931 
to 694 in 1938, while additional beds for expectant 
mothers had to be provided in other parts of the hospital. 


The new department comprises three sections, with a total 
accommodation for thirty beds; twenty-two of these are 
allotted to normal cases, five to patients suffering from 
minor degrees of sepsis, while three are provided in a 
separate building for “suspect” cases. The first two 
sections form one structurally continuous unit situated at 
right angles to the axial corridor of the hospital and facing 
south. In the main the accommodation has been planned 
in single and two-bedded wards, though there are two 
larger wards, each of four beds, and a nursery. There 
is a spacious operating theatre which can also be used as a 
labour ward, and a smaller labour ward ; these are served 
by a common sterilizing unit, and the whole suite is air- 
conditioned. For the purpose of protection against air 
raids dura steel has been inserted in the ceilings of the 
operating theatre and labour ward annexe, and armoured 
glass has been used in the windows. The unit for suspect 
cases comprises three single-bhedded wards. The new 
maternity department has been recognized by the Central 
Midwives Board as the post-certificate school for midwives 
for the North of England. The earliest provision of 
hospital beds in the Newcastle workhouse was for mater- 
nity cases, and Elswick Grange still contains the original 
accommodation used for this purpose. 


Port of London Health Report 


The annual report for 1938 of the medical officer of 
health, Port of London Health Committee, is the first 
submitted by Dr. M. T. Morgan, the present holder of 
the office. During the year 29,283 ships entered the port ; 
of these 14,142 were engaged in foreign and 15,141 in 
coastwise trade. The total tonnage figure was 30,776,918. 
Among cases of infectious disease landed from vessels 
was one of small-pox, the first for several years. The 
patient was a young Australian, aged 20, who had come 
over to join the Royal Air Force. He had not been 
vaccinated in infancy, and a vaccination before embarka- 
tion had been unsuccessful. On February 12 he went 
ashore at Bombay and visited the native city ; on the 24th 
he was taken ill; on the 27th the eruption appeared. On 
March 3 a telephone message was received by the Port 
of London Boarding Station at Gravesend from the 
boarding medical officer at Plymouth, stating that he had 
seen a case of alleged measles in a ship returning from 
the Far East, that he had allowed the patient to proceed 
to London, and that he suspected the possibility of small- 
pox. When the ship reached Gravesend the diagnosis was 
no longer in doubt, and the patient was transferred to 
the isolation hospital at Denton. The attack was a severe 
one, the rash became confluent, and the patient, although 
a man of magnificent physique, died on March 7. The 
report describes the preventive measures which were 
taken. The patient’s cabin companion and the two native 
stewards who had looked after him were taken to Denton 
for bathing and disinfection of their effects. Passengers 
and crew were inspected, and vaccination urged on those 
who appeared to be insufficiently protected. Names and 
addresses of the passengers and white crew were taken, 
and the medical officers of health of their districts notified, 
while the native crew were inspected daily on board the 
ship. In the case of passengers who had landed at 
Marseilles or Plymouth a radio broadcast and the Press 
were utilized to advise them to report immediately to 
their local medical officers of health. One of the boarding 
medical officers who saw the fatient on- the arrival of 
the ship subsequently developed a mild attack of modified 
small-pox. The incubation period, seven days, was un- 
usually short. With regard to the rash, some of the 
spots were typical, others were not. A slender chain of 
evidence appeared to connect a third case, a resident of 
Gravesend, with the original case in the ship. The 
Gravesend patient lived cpposite the engineer of the 
boarding launch, who had helped the patient on and off 
the stretcher and also handied his bedding and efiects. 
The engineer stripped, bathed, and had his clothing dis- 
infected before returning home. The Gravesend patient 
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had no direct contact with the engineer, but two of his 
brothers had visited him not long after he had handled 
the case from the ship. The report also reters to a 
widespread outbreak of gastro-enteritis in a ship making 
the voyage round Africa. Of 409 persons aboard eighty- 
three reported diarrhoea or vomiting, or both, in ihe 
course of the voyage. A search for carriers proved nega- 
tive. Analysis of the ship’s drinking water from different 
sources showed cne sample, said to be London water, 
and another from Genoa, as unfit for drinking purposes ; 
a third, from Lourengo Marques, despite a high bacterial 
count, was considered fit to drink. Nevertheless the out- 
break was not attributed to water. The great majority 
of the cases occurred among the catering department and 
the first-class passengers, and it seems probable that a 
mild dysenteric infection spread from a member or 
members of the catering department to the passengers 
through the medium of such foodstuffs as gelatins, ham 
in aspic, and similar prepared foods, which appeared 
regularly on the menu during the hot weather. 


Salary Scales of L.C.C. Medica) Superintendeats 


The salary scales for medical superintendents of hospitals 
under the London County Council have recently been re- 
viewed, and while it is not considered that any general 
alteration of the basis of the existing rates of pay Is neces- 
sary, some adjustment of the present grouping of hospitals 
for salary purposes has been made. The scales as they 
have existed since 1931 have borne a closer relation to 
bed accommodation alone than is justifiable, and the 
activity, type of user, and turnover at individual hospitals, 
which have an important bearing on the responsibility of 
medical superintendents, have not been taken sufficiently 
into account. The new schedule makes alterations in the 
scale of yearly salary in the case of twenty of the hos- 
pitals, raising it in ten of the cases and lowering it in the 
other ten. The extent of the change, upwards or down- 
wards, is mostly by £50 or £100, but in one instance 
(Dulwich) the scale is raised from £1,200-£50-£1,450 to 
£1 ,400-£50-£1 ,650. 





Red Cross and St. John Joint Appeal 


Sir,—In the grave issues which now confront the British 
Empire the British Red Cross Society, of which H.M. the 
Queen is president, and the Order of St. John, have decided 
to work together as they did in the last war, with results 
which are still within the memory of the public. With this 
object a Joint Emergency Committee has been set up, com- 
prising an equal number of members of each body. Lord 
Cromer has consented to be the chairman of the committee, 
with Major-General Sir John Kennedy as vice-chairman. 

In this war, which is so entirely different from any that has 
preceded it, it is impossible to foresee exactly where relief 
for the sick and wounded will be most needed, or in what 
form. But it is certain that there will be vast suffering and 
distress, and that the relief of the sick and wounded of His 
Majesty's forces and of the civilian population will call for 
much voluntary: effort and financial support. 

Considerable voluntary help has already been secured, but 
it remains to find the money necessary to pursue the work. 
In the great war, and, indeed, at all times, appeals made by 
the British Red Cross Society and the Order of St. John 
received the most generous response, showing that the heart 
of the Empire is with those who are risking their lives in 
support of the rights and liberties not only of the peoples 
of the British Commonwealth of Nations but of the whole 
civilized world. 

We earnestly ask ycu to help the Joint Committee in the 
great work that lies before them. A fund is being opened 


ENGLAND AND WALES 
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in the name of the Joint Bodies. Donations should be sent 
to the Hon. Sir William H. Goschen, K.B.E., Honorary 
Treasurer, Red Cross and St. John Fund, at Messrs. Coutts 
and Co., 1, Park Lane, London, W.1. 
HENRY, 
Grand Prior of the Order of St. John; 
Chairman of Council of the British 
Red Cross Society. 
ARTHUR STANLEY, 
Chairman of the Executive Council of 
the British Red Cross Society. 
SCARBROUGH, 
Sub-Prior of the Order of St. John. 
London, S.W.t, Sept. 9. 


Sand-bagging Hospitals and Aid Posts 


Sir,—-At the moment sand-bagging is being extensively 
carried out in the defence of hospitals and first-aid posts, 
Attention to the following points may save life and limb, 
Inefficient work is worse than useless and only increases the 
danger to those whom it is intended to protect. I have myself 
observed many deplorably incorrect defences in the past few 
days. 

1. The base of the protective wall should be two to three 
feet away from the building, and at least five feet high. 

2. Sand-bags should only be filled three-quarters full. The 
end need not be tied, but merely tucked in like the flap of 
an envelope. Each filled bag should contain half a cubic 
foot of earth or sand, and measure 20 by 10 by 5 in 
when flattened down. 

3. For protection against splinters a thickness of at least 
three feet should be achieved. It is not safe to build vertical 
walls. For a six-feet wall a six-feet base must be laid down. 

4. Where there is a shortage of bags, paper cement bags 
may be used in the centre of the wall. 

5. To calculate the number of bags required for any given 
position, multiply the height and length of the wall (in feet) 
required by the thickness—that is, 3 feet. The result 
multiplied by two gives the number of bags required. For 
example, a wall 6 by 3 by 10 feet requires 360 sand-bags. 

6. Five men can fill and lay ninety bags per hour. 

7. If in doubt ask for advice from an expert. Any P.A.D. 
(A.R.P.) officer of the nearest Army unit will gladly give 
advice or arrange for a visit from a senior staff ofticer.— 
fam, etc., 


Sept. 8. * Ex-SpPECIAL RESERVE.” 


Dipterous Larvae and Wound Treatment 


Six,—During the last war W. S. Baer! in the United States 
noticed that when troops wounded in battle had been lying 
out on the ground unattended for some time their wounds 
very commonly became infested with larvae of certain kinds 
of flies. He noticed especially that when the wounds had 
acquired about their maximum maggot population they did 
not exhibit dangerous after-effects. On the other hand, men 
whose wounds had received prompt early treatment often 
developed infection. It was found that the presence of these 
larvae was especially beneficial in cases of osteomyelitis. It 
was discovered that the larvae were eating the necrotic tissue 
which was supporting the main bacterial infection, and at 
the same time these larvae were inhibiting further bacterial 
growth. Stewart* claimed that the scavenging larvae play 
an important part in clearing the necrotic tissue, but that 
calcium carbonate, which is constantly excreted by the larvae, 
is also important in alkalizing the medium (the wound) in 
which the bacteria live and of increasing phagocytic activity. 
The larvae used in the earlier treatment of osteomyelitis 
belonged chiefly to the species Lucilia sericata (Meig.), L. 
caesar (L.), and Phormia regina (Meig.). Stewart’ showed, 
however, that due precautions must be taken, and a_ proper 
knowledge of the biology of these larvae is essential. Some 
species will feed on both necrotic and normal tissue and are 
poientially dangerous to the latter. 
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Much study has been devoted to the technique of rearing 
dipterous larvae under aseptic conditions, and also of re- 
tarding their normal development until they were actually 
needed for implantation within wounds. Sterilization of the 
eggs in a 5 per cent. solution of formaldehyde, mixed with 
a | per cent. solution of sodium hydroxide for five minutes, 
has been found satisfactory by Robinson.* The full details 
of this process and that of the subsequent rearing of the 
larvae is given by the last-named author. Livingston and 
Prince’ were successful in eliminating the inconvenience and 
unpleasantness associated with the actual “ maggot therapy ” 
by using a sterile extract of the creatures themselves. Robin- 
son’ claimed that the blow-fly larvae contain allantoin in their 
excretion, and that the rapid healing of wounds as the result 
of “ maggot therapy” is due in the main to this agent. He 
did not claim, however, that it could be entirely substituted 


‘for the application of the living larvae. Robinson’ carried his 


investigations further and found that a watery solution of 
allantoin provides the necessary healing agent without. the 
presence of dipterous larvae at all. In 1935 allantoin was a 
rare chemical in the laboratory, but it was soon made syn- 
thetically. Robinson also pointed out that a part of the 
allantoin molecule can be split off by hydrolysis to form 
urea. Further work led to the discovery that a 2 per cent. 
water solution of urea has the equal healing properties of 
allantoin or of the fly larvae themselves; it has the further 
advantage of being much cheaper than allantoin. 

Not only osteomyelitis but many other kinds of non- 
healing wounds have been treated in the manner just de- 
scribed, including gas gangrene, heat burns, x-ray burns, 
varicose and diabetic ulcers, etc. So far as I am aware 
Paramonow in 1934’ was the first to use dipterous larvae in 
the treatment of gas gangrene. He applied maggots of the 
house fly, Musca domestica, since Calliphora larvae were 
prone to devour healthy as well as necrotic tissue. He states 
that he cured three cases of gas gangrene when amputation 
appeared inevitable, and that the healing process began 
forty-eight hours after the treatment began. 


In this brief summary I have stated the present position of 
the subject in so far as it is known to me. It is desirable, 
at the present early stage in the world calamity that we are 
facing, that the foregoing information should be made as 
widely known as possible. There is no doubt that further 
research into the technique of this method is urgently re- 
quired. Also, I believe, it is correct to say that this method 
of wound treatment has been more widely explored in the 
U.S.A. than in England. The literature on the subject is 
already extensive, and I have only mentioned a few of the 
chief writings here.—I am, etc., 

A. D. Imms, F.R.S. 

Zoological Laboratory, Cambridge, September 7. 
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Dispersal of the Tuberculous in War 


Sir,—While the medical profession and the Ministry of 
Health are to be congratulated on a magnificent performance 
in having provided 150,000 beds available for casualties, there 
is a side of the problem which ought not to be forgotten. 
These beds were, until the mobilization, occupied by invalids 
of various kinds, more or less dependent upen being treated 
for the maladies from which they were suffering, who have 
been suddenly placed out of reach of the treatments which had 
been considered suitable for them. This, of course, is a part 
of war, and it is, perhaps, good that civilians should be made 
to realize the situation by having something of value taken 
away from them. . 

In the case of the tuberculous. however, even the relatively 
favourable cases that have been scattered from the shelters 


— 


which they had found in sanitoria and in hospitals, there is 
a relatively well-developed power of revenge upon the public 
for anything that may be done to interfere with their isolation 
—the unwitting power of spreading the infection to those 
about them, a power much more evident in crowded and un- 
accustomed conditions than in the familiar state of pre-war 
society. 

Would .it not, Sir, be preferable, instead of sending these 
tuberculous patients out before the arrival of the casualties that 
are ultimately to take their places, to mark them as persons 
who can be removed if necessary and to keep them in their 
isolation until then? Nobody can complain if these patients 
are ultimately discharged to make room for the wounded, but 
it has taken a great effort to get them into hospital and it has 
meant very little trouble to scatter them to the different places 
where they now reside. Much can, no doubt, be done for 
them where they are, and the tuberculosis service will see to 
it that those in need of it have the refills that they require, 
but nothing can prevent these people from transmitting the 
germ to others. As a noted surgeon, trained in the relief of 
chest cases, said to me the other day, “Every tuberculous 
person turned forth is like a bomb thrown among the public.” 

I believe that we are doing a very dangerous thing in aban- 
doning these patients to their homes long before their beds 
are required, and that we shall regret it when, after the war, 
we find that the disease has spread in a way that might have 
been prevented. The patients, of course, love to get home, 
and many, perhaps, will try to join the Army or enter one of 
the Services that are now available. So much the worse for 
their associates under military or other conditions. And many, 
too far advanced to join up, will stay at home and, all un- 
knowing, do much harm there to the innocent people who 
surround them. Much of this may prove to be unavoidable 
in the future, but is it right now before any pressure has 
arisen?—I am, etc., 


Cardiff, Sept. 11. S. LYLE CUMMINS. 


Treatment of Tuberculous Patients during the Wat 


Sir,—Realizing that the war has thrown all efforts to treat 
tuberculosis into confusion, and that many cases of tuber- 
culosis have been discharged from sanatoria half-way through 
their treatment, that many others will be denied the benefits 
of treatment, and, in addition, there will be many cases left 
in unsuitable, ill-ventilated, sandbagged houses, and will, 
therefore, be a grave danger from the public health point of 
view, Dr.’ Fairley, the county medical officer of the Isle of 
Wight, has arranged with the Ministry of Health to take over 
two holiday camps on the Isle of Wight. Dr. Fairley has 
handed the administration of these over to the Royal National 
Hospital for Consumption, Veninor, in order that they may 
be run in conjunction with this hospital. It will accordingly 
be possible to deal with cases requiring treatment in bed in the 
hospital and with all ambulant cases in the holiday camps. 

The camps will provide accommodation for about 250 men 
and 100 women in two- or three-bed chalets. -They will be 
reserved for ambulant cases of pulmonary tuberculosis, and the 
patients will be expected to make their own beds, keep their 
chalets tidy, and generally assist in the work, having regard 
to their medical condition. Treatment will be under the 
control of the medical officers of this hospital, and artificial 
pneumothorax will be undertaken. There will be a resident 
matron in each camp, and any patient suffering from a relapse 
or any condition requiring treatment in bed will be transferred 
to the hospital. It is hoped that ultimately there will be 
approximately 750 beds available. 

An inclusive fee will be charged irrespective of whether the 
patient is in hospital or in camp. which, for the time being, 
will be our usual charge of 52s. 6d. a week to public authori- 
ties and 42s. a week together with a governor's letter cof 
recommendation to patients responsible for their own main- 
tenance.—I am, etc., 

G. OLIVER HEMPSON, 


Sept. 9. Medical Superintendent, Royal National 
Hospital for Consumption, Ventnor. 
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Chronic Invalids in Air Raids 


Sir, —In view of the vast expenditure of thought and effort to 
save the more helpless sections of the population from the 
risks of air aids, as well as to give adequate protection to the 
able-bodied, it is astonishing that arrangements for the pro- 
tection of large numbers of chronic invalids and of the old 
and frail who cannot afford to take special measures for 
their own security should be so inadequate. We who are 
engaged in general practice and are responsible for the care 
of such individuals in their homes are necessarily concerned 
for their safety in case of air raids. It will be a disgrace to 
our nation if steps are not taken without delay to organize 
effective measures for their protection. 

At present there is no provision for the removal of helpless 
invalids. While evacuation was being planned and actually 
in progress I sought in vain to effect the transference of several 
of my bedridden patients to safer areas. From those in 
Manchester responsible for the arrangements 1 was informed 
that such a step was then impossible. and I learned subse- 
quently that what was true of Manchester applied also to all 
evacuation areas. In addition to the urgent need for the 
evacuation of helpless patients from their homes, active 
measures should be taken to give prompt and effective help 
to those invalids who, though not confined to bed, must 
depend on the assistance of others. For example. I may 
mention the chronic respiratory and cardiac patients who are 
unable to wear gas-masks, and the old and feeble who would 
find it an impossible task without help to reach the nearest 
air raid shelter. 

I hope that the Council of the British Medical Association 
will take immediate action and persuade the Minister of 
Health to get into touch with the local authorities concerned 
and urge them to arrange for the evacuation and care of 
the helpless cases and to provide all possible protection and 
help for those partially disabled.—I am, etc., 


Manchester, Sept. 10. ARNOLD GREGORY. 


Protection of Tracheotomy Cases against Gas 


Sir,—l feel that some provision should be made to protect 
wearers of tracheotomy tubes from gas. Evacuation or their 
admission to the gas-proofed room of a hospital would seem 
the best way of dealing with the problem.—I am, etc., 


London, W.1, Sept. 11. W. A. MILL. 


Electrotherapeutics in Military Hospitals 


Sir,.—Now that we are at war again I hope that the impor- 
tance of electrotherapeutic work in military hospitals will not 
be overlooked as it was during the last war. On returning 
from France early in 1916 I was sent to a military hospital 
in England to take charge of the x-ray and electrotherapeutic 
depariments. Incidentally, my predecessor in charge of the 
former did nothing but sign the reports, the diagnoses being 
made by the corporal, who also took the films. The electro- 
therapeutic department was in charge of a medical officer who, 
in civil life, had retired from medical work for twenty-eight 
years, and was given this department because it was thought 
that he could do no harm there. As it was inconvenient to 
transfer him to other work I was nominally his assistant, 
although I was a captain 4nd he was a lieutenant. All his 
patients were having the same treatment—massage with iodex 
and radiant heat. 

For some time at Salonika, in 1947, the 49th General 
Hospital, at which I was radiologist, was the only hospital with 
a galvanic battery, and that was my own which I had brought 
with me. When I joined an Officers Command Depot in 1918 
as M.O. i/c Electrical Treatment, there were 400 officers in 
the depot for treatment and training, and my only equipment 
was four faradic coils with nothing to provide the primary 
current, and I was more than six months at the depot before 
any further equipment was provided. I was given permission 
to treat patients at an Artillery Command Depot near by, where 
1 found the work in charge of a sergeant whose qualification 
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for carrying on electromedical treatments was that in civil 
life he had been a plumber. 

Such experiences well illustrate the neglect of eleciro- 
therapeuiic work during the last war. I might add many 
more. In military hospitals there are numerous cases in 
the treatment of which the work of a skilled electrotherapist 
is invaluable. This was realized, but only by a few, towards 
the end of the last war. I trust it will be fully realized at the 
beginning of this one.—I am, etc., 


Chingford, E.4, Sept. 7. WILFRID GARTON. 


Chloroform Capsules for First Aid 


Sir,——May I suggest that an occasional chloroform capsule 
broken in the fingers and inhaled may alleviate the pain of 
many of the badly wounded. Capsules might usefully form 
part of a first-aid outfit at an A.R.P. aid post as well as 
morphine.—l am, etc., 

Plymouth, Sept. 5. JAMES RIDDELL. 


Psychological Emergencies in War Time 


Sir,—I read Dr. Maurice Wright's article on psychological 
emergencies in war time (Journal, September 9, p. 576) with 
much interest, but there are one or two criticisms of it 
which, now that war is upon us, I think should be made. In 
the first place I devoutly hope that the terminology used by 
Dr. Wright, * anxiety hysteria,” “conversion hysteria,” etc., 
will be avoided. These names are bad enough at any time, 
but as applied to war neuroses are clearly unsuitable. From 
my experience of these cases at an advanced centre in France, 
and subsequently with pensioners after the war, | am strongly 
of opinion that they should be dealt with in the first place 
on a purely symptomatic basis, and the separation of cases 
should be carried out on an estimate of the severity of the 
symptoms. To lump together, for example, patients with 
paraplegias, tics, and stupor merely because they are con- 
sidered to be hysterical is in my opinion wrong and not 
in the best interests of the patients. Nothing is easier than 
to cure a functional paraplegia under war conditions, but 
the treatment of stupor requires very different methods. We 
badly need some neutral terminology that will convey the 
diagnosis of an emotional reaction, or excessive or patho- 
logical emotional reaction, without giving a definite medical 
name or label to the condition, which, in most cases, should 
be of quite brief duration. From another point of view the 
central feature is a temporary loss of control, and this aspect 
might well be emphasized. 

The question of evacuation, it seems to me, is not going to 
be so simple either for the severe cases of anxiety hysteria 
that Dr. Wright describes or for the milder ones as_ he 
implies. I do not think it follows that these severe cases will 
certainly relapse if sent home, as Dr. Wright believes, and the 
question of even the milder cases “ infecting” the community 
by their anxiety cuts two ways, because the knowledge that 
such patients are evacuated will prove a source of * infection” 
as surely as if they remained at home to be treated—or 
perhaps more surely. 

The question should depend on the patient’s response to 
the immediate treatment, which will have to be vigorous from 
the outset, combining both simple psychotherapeutic and 
physical measures. Experience confirms, so far as the latter 
are concerned, the value of sedatives, which will probably 
require to be used in large doses. Professor Emilio Mira 
(Journal, June 17, p. 1217) mentions the value in certain 
anxiety cases occurring in the Spanish war of sedative treat- 
ment amounting to continuous narcosis for four or five days. 
Reliance will have to be placed on the quickly acting 
hypnotics such as paraldehyde, nembutal, evipan, and hyoscine 
plus morphine. Paraldehyde is a good drug to use because 
it is safe, generally effective, and has a most unpleasant taste. 
If arrangements can be made to keep these patients under 
treatment and supervision for from twelve to twenty-four 
hours after becoming casualties one should be able then, I 
consider, to form a sound opinion as to the need for evacua- 
tion.—I am, etc., 


London, W.1, Sept. 9. FREDERICK DILLON. 
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Perforated Peptic Ulcer in a Black-out 


Sir,-—It is appropriate at the present time to draw attention 
to an apparent serious flaw in the organization and distribution 
of the. medical services in London. 

During the past week we have all appreciated the skill 
shown in evacuating women and children from the capital, 
and we assume that proper medical supervision has been 
arranged for these evacuees at their destinations. So far, ex- 
cellent weather conditions have favoured these plans, but 
anticipating, as apparently we must, a period of hostilities 
extending over three years, it is easy to contemplate that in the 
“safe” areas (with inadequate sanitation and medical ser- 
vices) the tremendous influx of population may well prove 
in winter more disastrous than the effects of hostile action on 
the city. 

As a practitioner who perforce must still continue to work 
in the West End of London, it is evident to me that the 
medical personnel has already been considerably depleted, and 
that all the organization of our profession has been directed 
towards the treatment of war casualties. Although the latter 
are obviously of prime importance it must be realized that 
there are still thousands of very useful active citizens in 
London who will, in due course, become the victims of natural 
illness. My own experience four nights ago confirms the 
suspicion that no provision is at present made for their treat- 
ment. In the black-out | was called urgently, in the absence 
of his own doctor, to a patient in Park Lane—a normal journey 
of seven minutes. After two taxi-cab accidents I arrived forty 
minutes later to find the patient in a state of extreme collapse, 
having perforated a duodenal ulcer some four hours pre- 
viously. Three surgeons were telephoned, but none were 
available. Two nursing homes were found to be closed. An 
ambulance took fifty minutes to arrive. There were no private 
wing beds available in any hospital, and, finally, with great 
difficulty, the patient was conveyed to hospital, and, after a 
further period of fifty minutes, he was seen by a surgeon and 
duly operated upon. This additional loss of time was appar- 
ently due to the fact that the patient was not an air raid 
casualty—for which the institution is presumably well 
organized, 

1 would suggest, Sir, that, in London at anv rate, there 
should be left some facilities for the treatment of private 
patients: (a) that nursing homes should not be completely de- 
staffed and closed down at the present time: (4) that there 
should still be in every branch of medicine and surgery known 
specialists and practitioners available for the treatment of the 
civilian population, apart from war injuries; and (c) that 
except during an actual raid ambulances should be provided 
with adequate lighting.—I am, etc.. 


London, W.2, Sept. 12. James S. YOUNG. 


Duodenal Ulcer with Haematemesis in a Young Girl 


Sin.—A_ girl aged 7 complained now and then over a 
period of a year that her “belt was too tight,” and over this 
period she had attacks of hiccup and occasional vomiting, 
which would be violent and of sudden onset. The child’s 
appetite was capricious and the bowels were constipated. 
Weight was slightly below normal for her age. but was not 
notably so. During the night of August 6 last she suddenly 
vomited blood on three occasions. I was called in next day, 
saw the vomit, and I think about one-third of a pint of blood 
was lost. The patient, apart from feeling tired and having a 
slight rise in pulse rate, was not much affected. X-ray 
examination on August 18 of the stomach and duodenum 
showed some enlargement of the stomach, with poor tone and 
peristalsis. Some of the test meal was present after five and 
a half hours. The duodenal cap was very irregular, and the 
Crater of a small ulcer was clearly seen. The patient is on 
a liberal diet combined with rest after meals only, is given 
Magnesium trisilicate 5 grains and tr. belladonnae 73 minims 
thrice daily, and is doing well. I am indebted to Dr. D. B. 
Hallett for his x-ray examination and report.—I am, ete., 


Maidstone, Sept. 9. Joun SMITH. 


Industrial Dermatitis 


Sir,—The correspondence on industrial dermatitis is in- 
teresting. Confusion seems to exist because dermatologists 
and interested medical men tend to regard the issue as purely 
medical, for confirmation by the ordinary arts of medical 
diagnosis. Diagnosis of any of the scheduled diseases requires 
some knowledge not only of industry and industrial hazards, 
but also of the basic principles of compensatory legislation, 
and the scheduling of diseases. Criticism of the schedule. the 
exact wording of the compensation symptom or the juxtaposed 
industrial process, is easy, but it is based on prolonged ex- 
perience of what is necessary on the combination of 
administrative, legal, medical, and industrial grounds. “ An, 
eczema, varicose or otherwise.” cannot be certified as in- 
dustrial dermatitis by any general practitioner. If it were done 
in that form it would not entitle the alleged sufferer to com- 
pensation. A diagnosis of “ dermatitis due to dust or liquids ” 
can for this purpose only be made by a general practitioner 
chosen to be an examining factory surgeon. This holds as a 
legal document unless challenged by appeal to a medical 
referee within the statutory period. 

Dr. H. Haldin-Davis (August 19, p. 421) says the factory 
surgeon “hardly ever refuses” the necessary certificate. 1 
would like to know on what information or statistics such a 
statement is made. In my experience it is untrue and unfair. 
On the whole the factory surgeon does his work more con- 
scientiously and competently than the medical referee or the 
skin specialist acting for employers against the workman's 
claim. I differ from his view that dermatitis due to dust or 
liquids always begins on the parts exposed to the irritation. 
It frequently does so, but “ always” is sweeping. Then again, 
after remarking on the likelihood of a chronic dermatitis 
incurred in occupation behaving like a chronic eczema, he 
comments that on these cases insurance companies naturally 
try to escape liability by proving that “the patient is now a 
real eczema patient,” and being often unsuccessful in this 
“only escape from an indefinite liability by handing out a 
sum of considerable size to the sufferer.” Dr. Haldin-Davis 
must be in the confidence of many insurance companies to 
hazard such a statement on matters and figures about which 
the insurance companies are extraordinarily reticent. Will he 
tell me where these sums of considerable size are doled out 
and how many cases can be proved? 

Dr. E. W. Prosser Thomas’s excellent letter (August 19, 
p. 421) sets out the problem fairly—* diagnosis must mainly 
depend therefore on a full consideration of the mode of 
development of the eruption, its distribution in relation to 
areas exposed to irritation, the exact nature of the work and 
of the possible irritants handled, together with the patient’s 
previous skin history “—the latter no doubt to be considered 
from the possibility of consequential or sequential allergy or 
sensitivity. 

Dr. Henry C. Semon (August 19, p. 421) is correct in 
stressing the importance of the industrial history. Many 
specialists do not recognize that industrial disease is for Work- 
men’s Compensation Act purposes regarded as a_ notional 
accident, and the association of the accident with the occupa- 
tion must be considered from the workman’s point of view 
under circumstances of which he had no knowledge. That is 
the legal position, so that subsequent allergy or sensitivity 
does not affect the issue if the original cause can he 
associated with occupation. Dr. Semon’s views are stated 
quite fairly and are worthy of consideration, but the con- 
comitancy of other dermatitis cases in the factory, though it 
may strengthen. would not invalidate an occupational derma- 


titis as scheduled. And I am surprised to learn of his 
scepticism when the upper extremities below the elbow are 
not involved. The site of the initial lesions in scheduled 


dermatitis due to dust or liquids may be, in my experience, 
situated anywhere, depending on the occupation, anatomical 
contact, and a host of other factors. Dr. Robert Anderson 
(August 19, p. 422) says truly that “each case has to be 
considered by itself.” though I disagree with his subsequent 
remarks as to the parts exposed to the irritant being the sites 
of the skin lesions. 
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Many comments are tinctured apparently by a compensation 
complex apparently rather antagonistic to the worker. Why 
should alleged “ acute constitution-like eczematization ” of the 
skin encountered in industry present a difficulty from the 
compensation aspect, and what medically is really meant by 
such a term as “ constitution-like,” which seems to me liable 
to personal misinterpretation, etc.? The reference to the 
drafting of the schedule (not the law) twenty years ago, 
“when, speaking generally, industrial dermatitis arose solely 
from direct chemical contact with the irritant,” seems to me 
open to challenge. Whether or not this eczematization 1s 
acquired sensitization—the sensitization like a disease or a 
liability to disease being acquired in the course of an occupa- 
tion from causes beyond the responsibility of the employee—- 
is quite immaterial to the issue of linking up the association 
between the disability and work and so to compensation. 
Similarly with regard to secondary or sequential infection of 
traumatic disabilities. 

A Royal Commission on Workmen's Compensation is now 
sitting. Various medical bodies—the British Medical Asso- 
ciation, the Industrial Medical Officers’ Association, and the 
Royal College of Physicians—are engaged in preparing 
evidence. Those correspondents who feel deeply on_ this 
matter will no doubt, either singly or in combination, be pre- 
senting memoranda either to these bodies or to the Commission. 
There the writers will have their views examined by those 
with a thorough knowledge of Workmen’s Compensation, and 
not only from the medical aspect. It is to be hoped the 
opportunity will be seized, for the correspondence displayed 
a tendency to generalization on controversial and undecided 
medical issues, as well as an apparent lack of understanding 
of the fundamental principles of compensation as they aifect 
the workman. 

The workman is utilized by an employer for a profit or a 
personal amenity. He is entitled to protection and com- 
pensation against any disability arising in connexion with his 
work, and doubly so if the disability leads to disease. Medicine 
is not there to be harnessed to the interests of, or to relieve 
the responsibilities of, individual employers or their agenis. 
If. as recommended in the evidence of the Trades Union 
Congress before the Royal Commission, the issue of com- 
pensation were taken away from an individual employer, ofien 
uninsured, as a liability and placed on a national fund, collected 
as advised, with its administration in the hands of an im- 
partial board, responsible to Parliament. and so to represen- 
tative criticism or praise, with impartial medical officers 
adjudicating on cases with the help of regional committees, 
all this emphasis on the employer being * made liable ~ would 
cease. Compensation is a vital question with the worker. 
The medical aspect is oniy one of its many facets.—I am. etc., 

H. B. MorcGan, 
Medical Adviser, 


London, S.W.1, Aug. 28. Trades Union Congress. 


Universities and Colleges 





UNIVERSITY OF OXFORD 


Dr. K. J. Franklin is deputizing for Dr. B. G. Maegraith as 
Dean of the Medical School. 

According to the Daily Telegraph of September 8 full term 
at Oxford University will begin as already arranged on 
Sunday, October 15, and all University examinations will, until 
further notice, be held on dates already fixed. 

The election to the Staines Medical Fellowship at Exeter 
College is postponed until further notice. 

The appointment of a deputy to carry on the duties of Dr. 
Lee’s Professorship of Anatomy is cancelled owing to the with- 
drawal by Professor W. E. Le Gros Clark, Fellow of Hertford 
College, of his resignation from the Professorship. 


UNIVERSITY OF LONDON 


The temporary address of the central administrative offices 
of the University of London is Royal Holloway College, 





CORRESPONDENCE 





Tre Britis 
MEDICAL JOUKNAL 


Englefield Green, Surrey. All communications should be 
addressed there, and inquiries should be made in writing and 
not by telephone. Plans are in hand for the evacuation of 
the whole of the University, and it is hoped to begin the new 
term early in October. The medical schools are going to the 
centres indicated in parentheses: St. Bartholomew’s, London, 
and the London School of Hygiene and Tropical Medicine 
(Cambridge); Guy’s and St. Thomas's (Oxford): Middlesex 
(Bristol): St. Mary’s (Manchester); London School of Medi- 
cine for Women (Aberdeen and St. Andrews); King’s College 
(Glasgow). 


UNIVERSITY OF LIVERPOOL 


The Vice-Chancellor of the University of Liverpool 
announced on September 12 that the next term will begin on 
the dates already arranged, except that students in the depart- 
ment of education will return on Seniember 25 instead of 
September 18. 


UNIVERSITY OF MANCHESTER 


It is expected that the Manchester University session will 
begin on the date arranged, October 5, and that work will be 
carried on so far as possible, except in the case of evening 
classes, about which no decision has yet been reached. Regis- 
tration of students will take place on the dates already fixed. 
It is intended to hold the examinations which are normally 
held in September at the times already announced. The 
medical students from St. Mary’s Hospital Medical School, 
London, will be transferred to Manchester to continue their 
studies. 


ENGLISH CONJOINT BOARD 


The final qualifying examination for the diplomas of M.R.CS., 
L.R.C.P., advertised to begin on September 27, will, it is 
anticipated, begin on that date. The first examination in 
anatomy, physiology, materia medica, and pharmacology, 
advertised to begin on September 20. will begin on or about 
October 18. and the pre-medical examination in chemistry, 
physics, and biology, advertised to begin on September 18, 
will begin on or about October 23. Full particulars regard- 
ing the relaxations in the -regulations governing the above 
examinations may be obtained from the secretary of the 
Examining Board in England, Examination Hall, Queen 
Square, London, W.C.1 (office hours: 9 a.m. to 4 p.m, 
Monday to Friday). Further details will be given next week. 


UNIVERSITY OF ST. ANDREWS 
St. Andrews University will be reopened on October 3, and 
every effort will be made to carry on in all the faculties. 
The honorary degree of LL.D. will be conferred on Mr. 
W. Graham Campbell, M.B., C.M., D.D.S... Lecturer ‘in 
Orthodontics in the University. at a graduation ceremonial 
in October. 


OTHER SCOTTISH UNIVERSITIES 
It has not been found necessary to cancel any of the arrange- 


ments made for the autumn examinations at any of the 
Scottish universities. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS 
OF GLASGOW 

At a meeting of the Royal Faculty of Physicians and Surgeons 

of Glasgow, held on September 4, with Dr. John Henderson, 

President, in the chair, James Cuthbert, M.B., Ch.B., D.P.H., 

was admitted a Fellow of Faculty. 


| 
| 


The Services 





HONORARY SURGEONS TO THE KING 
Major-General F. Casement, D.S.O., late R.A.M.C., and 
Colonel B. Biggar, late R.A.M.C., have been appointed 
Honorary Surgeons to the King, in succession to Major- 
General H. M. J. Perry, C.B., O.B.E., and Colonel J. M. 
Weddell respectively. 
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Obituary 





SIR SPENCER LISTER, M.R.C.S., L.R.C.P., LL.D. 

Director of the South African Institute for Medical Research 
By the death of Sir Spencer Lister on September 6 the 
medical profession in South Africa loses one of its most 
notable figures. It is stated that he had a heart attack 
while reading in the library of the South African Institute 
for Medical Research, and died almost immediately. Born 
in 1876 at Norwell, Notts, Frederick Spencer Lister 
received his medical education at St. Bartholomew's 
Hospital. Shortly after qualifying in 1905 he obtained 
the post of medical officer to the Premier Diamond Mines 
in South Africa, and in 1912 he became medical officer 
to the Rand Gold Mines at Johannesburg, a post he 
secupied until 1917. Sir Spencer served as a member of 
the South African Medical 
Council, was a member of 
the Union (of S.A.) Council 
of Health, of the Leprosy 
Advisory Committee, and of 
the Research Grant Board. 
He received a knighthood in 
1920 for his important work 
in the control of pneumonia, 
and in 1929 was given the 
honorary degree of LL.D. by 
the University of Capetown. 
Spencer Lister joined the 
B.M.A. in 1914, was a 
member of the Witwaters- 
rand Branch Council from 
1919 to 1923, and was presi- 
dent of the Branch, 1925-6. 
In 1926 he was appointed to the post he occupied at his 
death, and was professor of pathology and bacteriology 
of the Witwatersrand University. 

As research bacteriologist to the South African Institute 
for Medical Research his interest was naturally aroused 
by the high incidence of pneumonia among native mine- 
workers, and he therefore attempted to extend the pioneer 
work of Sir Almroth Wright in immunizing against 
pneumonia, including in his vaccines the special types of 
pneumococci which were found to be most prevalent on 
the Rand. Asa result of this work wholesale inoculations 
were begun in many mines. There was a very definite fall 
in the incidence of pneumonia following these inocula- 
tions, but since the pneumonia death rate on the Rand 
had begun to fall before mass immunization was 
introduced the interpretation of the results is by no means 
easy. Other investigations included an investigation of 
tropical ulcer and a study of the part of Bacillus pneumo- 
sintes in the causation of influenza. In 1926 Lister 
became director of the South African Institute for 
Medical Research. His interests were henceforward 
closely bound up with those of the institute which has 
done so much for the investigation of disease in South 
Atrica. 





Lister’s extensive knowledge of the problems of disease 
in South Africa and his readiness to place this know- 
ledge at the disposal of all who sought his help will create 
a gap which will not easily be filled. His first wife died 
in 1919, and two years later he married again. He is 
survived by his widow, by two sons, and two daughters. 


[The photograph reproduced is by Elliott and Fry, Ltd.] 


CHARLES H. MILLER, C.B.E., M.D., F.R.C.P. 
Physician, University College Hospital: Consulting Physician, 
London Hospital 
The sudden death on August 29, at Litthewick Place, near 
Maidenhead, of Charles Miller removes a man of many 
friends and numerous past fields of activity. Born in 
1875, the son of Charles J. Miller of Manchester, he was 
educated at Rugby and Trinity College, Cambridge, where 
he took the Natural Science Tripos (B.A. 1897), and later the 
degrees of B.Ch. (1901) and M.B. (1905). At the Londen 
Hospital he held many important posts: director of the 
pathological institute, assistant physician, the first director 
of the medical professorial unit, and consulting physician. 
He was also at various dates physician to the Victoria 
Hospital for Children, assistant physician to the Brompton 
Hospital for Diseases of the Chest, and to the Metro- 
politan Hospital. During the war of 1914-18 he took a 
very active part, first at a hospital attached to Netley and 
later as consulting physician, British Expeditionary Force, 
Colonel A.M.S. (mentioned in dispatches, C.B.E. (Military), 
1919). Elected a Fellow of the Royal College of Physicians 
of London in 1916, he gave the Goulstonian lectures on 
paratyphoid infections in the following year. After the 
war he became the first director of the professorial medical 
unit at the London Hospital. In October, 1924, he was 
succeeded in this appointment by Professor Arthur W. M. 
Ellis. After this he moved to Exeter, where he became 
assistant physician and later physician to the Royal Deven 
and Exeter Hospital. He became very busy as a con- 
sultant, especially after the resignation and death of 
William Gordon, but in June, 1929, he had a serious 
coronary attack, which he graphically and anonymously 
described five years later in the Lancet as ‘ Coronary 
Thrombosis and After” by ‘“ Learn and Live.” About 
two years after this attack he returned to London and 
practice, and on January 1, 1937, was elected physician to 
University College Hospital. Dr. Miller became a member 
of the British Medical Association in 1916. 

widow and two daughters. 


He leaves a 


Dr. CHARLES AVERILL, Who until his retirement from prac- 
tice in 1929 had resided in Macclesfield and Hampshire, died 
on August 17 at Macclesfield at the age of 76. He was the 
eldest son of the late John Averill, J.P.. a former mayor of 
Stafford, and received his education at Denstone College, the 
University of Durham, and St. Bartholomew's Hospital. He 
obtained the diplomas M.R.C.S.Eng. and L.S.A. in 1884, and 
graduated M.B., B.S.Durham, in 1890, proceeding M.D. four 
years later. In 1912 he became D.P.H.R.C.P.S.1. 9 After 
holding the post of house-surgeon in the Macclesfield In- 
firmary, he carried on private practice in that town until the 
outbreak of war. He then joined the R.A.M.C. and rose to 
the rank of Colonel A.M.S.. being twice mentioned in 
dispatches, and being eventually awarded the Territorial and 
Volunteer Decorations. He was A.D.M.S. of the 53rd Divi- 
sion M.E.F. While in Macclesfield he was a justice of the 
peace and an honorary governor of the Infirmary, medical 
officer to the industrial school, and school medical inspector 
for the town. After the war he served with the Ministry of 
Pensions as a commissioner in the Hampshire and Isle of 
Wight district. He always took an active interest in the work 
of the St. John Ambulance Association and the British Red 
Cross Society. He had held the post of county director for 
Cheshire in the latter organization. He had published a book 
on field sanitation for territorial officers and articles in the 
British Medical Journal. He was a member of the British 
Medical Association for forty-three years, nearly the whole of 
his practising life. 


Dr. HENRY CHARLES SHANN of Sudbury, Suffolk. died at his 
home there on August 17 at the age of 87. A native of York- 
shire, he received his medical education at the University of 
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leeds and St. George’s Hospital. After qualifying M.R.C.S. 
Eng. in 1878 and L.R.C.P.Ed. in 1880, he practised in York 
for many years, being an honorary surgeon to the York Dis- 
pensary from 1884 to 1912. He was a member of the British 
Medical Association for twenty-nine years, and in 1908 was a 
representative at the Annual Meeting in Sheffield. During 
the last war he was medical officer to the Territorials at 
Saltburn, Yorkshire. When he retired from private practice 
in 1912 Dr. Shann went to Mundesley for five years ; he then 
moved to Sudbury, where he identified himself with many 
local endeavours, including especially the work of All Saints” 
Church. He was vice-president of the Stour Boat Club, the 
cricket club, and the local horticultural society, and he also 
worked on behalf of the Nursing Association. Dr. Shann is 
survived by his widoy., iwo daughters, and three sons, one of 
whom is in medical practice at Needham Market. 


Dr. GEORGE COCKBURN SMITH of Newton Abbot, Devonshire. 
died on August 22 at the age of 92. He received his medical 
education in Glasgow, London, Paris, and Vienna, and quali- 
fied L.R.C.P., L.R.C.S.. and L.M. in 1872, taking the 
M.R.C.S.Eng. in the same year. He graduated M.D.Brussels 
in 1881 with honours. Dr. Cockburn Smith had held the 
appointment of medical officer of health for Newton Urban 
District and Bettws Rural District, and in 1875 had published 
a report on the local sanitary conditions, with special reference 
to subsoil drainage. He had also contributed articles on 
clinical subjects to the British Medical Journal and Lancet. 
He had been a member of the British Medical Association 
for forty-four years, and was a member of the Bristol Medico- 
Chirurgical Society. 


Dr. JOHN THOMPSON of Paignton, Devon, died at his home 
on August 24, at the age of 57, after an illness of some 
months. He received his medical education in Manchester, 
where he graduated M.B., Ch.B. in 1908. In 1912 he obtained 
the diploma D.P.H.R.C.P.S.Eng. and in the following year 
the F.R.C.S.Eng. While in Manchester he was demonstrator 
in physiology and assistant demonstrator in anatomy in the 
university, and later house-surgeon in the Manchester Royal 
Infirmary. He was subsequently appointed assistant medical 
superintendent to Hammersmith Infirmary, and was also for 
a time a ship surgeon in the services of the R.M.S.P. Com- 
pany and the P. & O. Line. In Paignton he practised in 
partnership, specializing in surgery and being surgeon to the 
Paignton and District Hospital. He was also consulting 
surgeon to the Brixham Hospital. He was one of the first 
members of the Miles Coverdale Lodge of Freemasons, and 
illness prevented him from occupying the chair this year. His 
other interests included Rotary. yachting, and music. His 
widow, Mrs. Elsie M. Thompson, is also a medical practitioner. 


Dr. WILFRED VINCENT MILLER Kocn, who died on August 28, 
had been a member of the British Medical Association for 
fifty-two years. Born in Ceylon on October 29, 1862. son of 
Edwin Lawson Koch, M.D., he was educated at St. Thomas's 
College, Ceylon, the Royal High School, Edinburgh. and Edin- 
burgh University. He graduated M.B., C.M. in 1884 and M.D.. 
with highest honours and gold medal. in 1895. Dr. Koch was 
Government Medical Officer at Trinidad, B.W.I., 1889-1903. 
and Hong Kong 1903-17. and superintendent of the Govern- 
ment Civil Hospital, Hong Kong, 1914-17. For some years 
he was lecturer in systematic surgery at the University of 
Hong Kong and member of the Legislative Council and 
Sanitary Board; he had also been district surgeon in the 
St. John Ambulance Oversea Brigade. 


Dr. ALBERT COULSON BUCKLEY, an eminent Philadelphia 
neurologist, medical superintendent of the Friends Hospital, 
and professor of psychiatry at the graduate school of medi- 
cine at the University of Pennsylvania since 1919, died on 
August 17, aged 66. 

The following well-known foreign medical men have died: 
Professor JosEPH SCHAFFER, formerly head of the Historical 
Institute of Vienna University and author of a work on his- 
tology which has been translated into many languages, aged 
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79; Dr. Cart HAMMER, extraordinary professor of internal 
medicine at Hetdelburg, aged 76: Professor WALTHER Poppet- 
REUTER, director of the institute for clinical psychology at 
Bonn, aged 52: Dr. Yvts DrELAGEMERE ot Le Mans, an 
associate national member of the Académie de Chirurgie ; 
Professor EGON Ranzi, formerly director of the first surgical 
clinic of Vienna University. aged 64: Dr. CHARLES Mar- 
CHAND, honorary professor of clinical surgery at the Angers 
medical school: Professor ENriqUE PovrEy of Montevideo, 
founder of the Uruguay gynaecological school, aged 81; Dr. 
W. ScuuTier, formerly professor of oto-rhino-laryngology at 
Groningen, aged 86: Professor EUGEN VON HippeL, ophthal- 
mologist of Gottingen, aged 71: Professor RICHARD Horr- 
MANN, formerly director of the ear, nose, and throat clinic 
of the Johannstadt Municipal Hospital, Dresden, aged 76; 
Lieutenant-General CHARLES DescHamps, formerly Inspector- 
General of the Health Service of the Belgian Army, aged 90; 
Professor ALFRED Linck, for many years director of the oto- 
rhino-laryngological clinic at Greifswald, aged 64; Dr. ERNest 
Matvoz, professor of bacteriology at Liége and a pioneer in 
social welfare; Professor Ricarpo JorGer, director of public 
health in Portugal and an honorary Fellow of the Royal 
Society of Medicine: and Dr. JoserpH LOONTJENS, president 

of honour of the Belgian Medical Federation. 


Medico-Legal 





A SURGEON’S EXPENSES 


In cases of personal injury to a poor person who is claim- 
ing as part of his special damages the amount of a 
surgeon's bill, the suggestion has sometimes been made 
that the surgeon has no right to greater remuneration than 
he would have demanded if there had been no action (and 
the resources of an insurance company had not been 
available). Mr. Justice Croom-Johnson disposed  effec- 
tively of this idea in a case which he tried at the Man- 
chester spring assize on May 11. A nurse had her nose 
broken in a traffic collision: the driver admitted liability 
and the learned judge had merely to decide on the amount 
of the damages. She claimed, among other expenses, sixty 
guineas for an operation by a distinguished surgeon. He 
had rendered his account more than two months before 
the writ was issued. The driver said that as_ the 
surgeon would not in the ordinary way charge a nurse 
anything and would not sue her if she did not pay, the 
nurse was not legally liable to pay the surgeon anything, 
and therefore the driver should not be obliged to pay 
her anything in respect of the surgeon’s services. After 
pointing out that the operation had largely minimized the 
damages which the driver might have had to pay, his 
lordship said that the surgeon’s motive for rendering this 
account—that he knew that the nurse would be able to 
claim compensation—was immaterial. If a person engages 
a doctor to come and look after him, said the judge, the 
ordinary implication arises that he will pay the doctor a 
reasonable fee. Unless the doctor communicates to the 
patient that the services are gratuitous, he is entitled to 
send in a bill. When the patient is a doctor, a doctor’s 
widow, or a nurse, what the patient is to pay must be left 
to the benevolence and good sense of the medical atten- 
dant. His lordship knew of no reason why a doctor 
should not send in a bill to another doctor if the circum- 
stances warranted it, nor why this surgeon should not have 
sent in a bill to the nurse because he thought the circum- 
stances did warrant it. Although he might never have 
sued her for the money, he had a strict legal right to do 
so. The surgeon had therefore done nothing to debar 
himself from making a claim against the nurse for the 
fee, and this item of special damage could properly be 
charged. 
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Medical News 





The eighth Pan-American Congress of the Child will be held 
at San José, Costa Rica, from October 12 to 19 under the presi- 
dency of Dr. Alfonso Acosta Guzman, and will consist of six 
sections devoted respectively to medicine, surgery, hygiene 
and eugenics, education, social assistance, and legislation and 
sociology. 


The Congress of the Italian Society of Surgery will be held 
at Naples from October 19 to 22, when the chief subjects for 
discussion will be closed wounds of the abdomen and surgery 
of the suprarenals. 


The annual dinner of Westminster Hospital Medical School 
which was to have been held on September 30 and the 
inaugural address in the Medical School on October 2 have 
been cancelled. 


Owing to the war the St. Thomas’s Old Students’ Dinner, 
which was to have taken place at the Dorchester Hotel on 
October 6, has been cancelled. 


The public and private business meetings of the Association 
of Industrial Medical Officers are cancelled until further notice. 
Communications regarding the association should be addressed 
to the honorary secretary. Dr. D. Stewart, at 50, Frederick 
Road, Edgbaston, Birmingham, 16. 


Owing to the war the projected annual meeting of the Inter- 
national League against Epilepsy (British Branch) has been 
abandoned. 


The annual meeting of the International Society of Medical 
Hydrology, announced to take place in Italy from October 
14 to 19, has been indefinitely postponed. The office of the 
society at 22, Bedford Place, London, W.C.1, is being kept 
on for the present, but the October number of its Archives 
will not be published and its general activities are being 
reduced to a minimum. 


The Royal Sanitary Institute and the Royal Sanitary Insti- 
tute and Sanitary Inspectors Examination Joint Board have 
decided that no examinations, classes of instruction, or ses- 
sional meetings will be held until further notice. The work 
of the two bodies will continue to be carried out .at 90, 
Buckingham Palace Road, S.W.1, or, if this becomes impos- 
sible. at * Darroch,” Harrow Road West, Dorking (telephone: 
Dorking 2877). 


The Tavistock Clinic for Functional Nervous Disorders, 
which has been transferred to the Orchard Wing, Westfield 
College, Kidderpore Avenue, Hampstead, N.W.3, now has 
two telephone numbers (five lines)}—namely, Hampstead 4626 
and Hampsviead 0137. 


It has been arranged by the Sector Office that the Central 
London Throat, Nose and Ear Hospital in Gray’s Inn Road 
shall continue its normal work, more especially as the other 
throat, nose. and ear hospitals are closed owing to the war. 


The National Hospital for Diseases of the Heart has entirely 
closed at Westmoreland Street and has reopened for the recep- 
tion of in-patients at Maids Moreton Hall, Buckingham. 
Medical practitioners desiring information should apply to 
the resident medical officer at that address (telephone: 
Buckingham 2235). 


Until further notice the address of the Medical Defence 
Union will be “ Bonnington.” Edgware, Middlesex (telephone: 
Edgware 1373). 


Mill Hill School has been taken over by the Government 
as an emergency hospital, and the school has been transferred 
to St. Bees, Cumberland, for the duration of the war. 


The issue of La Presse Médicale of August 19 contains a 
Sympathetic obituary notice of the late Professor Archibald 
Young by Professor René Leriche of Strasbourg. 


Dr, Pasteur Vallery-Radot, a distinguished Paris physician 
and grandson of Pasteur, has been elected professor of 
medical pathology by the council of the Paris Faculty. 


It was announced on September 5 that Germany is closing 
all but four of her universities; they are Berlin, Vienna, 
Miinich, and Jena. 


AILMENTS IN RECEPT.ON AREAS 


In a circular issued by the Ministry of Health to evacuating 
and reception authorities it is stated that the resumption of 
school life, with its arrangements for medical inspection, will 
provide opportunities for dealing with individual cases of 
children suffering from a variety of readily curable conditions 
which are not merely detrimental to the child’s health and 
comfort but which unreasonably add to the inconvenience 
caused to the receiving householder. It is important that 
there should be some machinery for dealing with similar 
conditions among the other priority groups where there is 
reason to suppose that these conditions exist. They are no 
doubt exceptional when account is taken of the large numbers 
who have been evacuated, but the Minister recognizes that in 
a limited number of districts the influx of persons in a dirty or 
verminous condition or suffering from skin trouble and similar 
ailments has presented a somewhat serious and distressing 
problem. Each local authority will no doubt be aware from 
the reports of their billeting officers and from representations 
made by individual householders in which cases treatment 
is required, and the medical and sanitary staff available should 
make it their immediate business to take such action as is 
necessary with tact and firmness. If the existing staff of the 
local authority is insufficient for the purpose additional officers 
should if possible be engaged, and the increased cost of the 
service is a factor which would be chargeable to the evacuation 
account, 
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On September 7 Mr. CHAMBERLAIN said over 200,000 
hospital beds were ready tor air raid casualties. Of these 
56,500 were in the London region, 15,500 inside London 
County, and 41,000 outside the county. Beds in any 
region would be available for any other hard-pressed 
region. Nearly 2,500 doctors had accepted enrolment in 
the Emergency Medical Service, and acceptances were 
received daily. Over 11.000 trained nurses, 4,000 assis- 
tant nurses, and over 50.000 auxiliary nurses had joined 
the Civil Nursing Reserve. More were needed, especially 
for whole-time service. So far 1,475,000 children and 
mothers had been evacuated in the country as a whole, 
and evacuation had been carried out without a hitch. 


Mr. Chamberlain announced that the second reading of 
the University and Colleges (Emergency Provisions) Bill 
would be taken on September 13. 

The Royal Assent was given on September 7 to further 
emergency legislation. 


National Registration 


Dr. ELLIOT moved, on September 4. the second reading of 
the National Registration Bill to provide up-to-date statistics 
of man power and on the general population both on the pro- 
ducing and consuming side. The register would cover all persons 
in the United Kingdom on National Registration Day, except 
members of the armed forces and of the mercantile marine. 
Provision was made for keeping the register up to date and 
for the registration of newborn children. An identity card 
would be provided bearing a code of four letters and two 
numbers which would be peculiar to the individual. 


Sir FRANCIS FREMANTLE wished to know whether the com- 
plete register made for the medical profession by the British 
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Medical Association and kept up to date would be duplicated 
by this new register. He advocated the issue of identity disks 
to all, particularly to children, instead of identity cards. Mr. 
COLVILLE, in reply, said it would be necessary for doctors to 
register. The Bill was then read a second time. On 
September 5 it passed through its remaining stages in both 
Houses and received the Royal Assent. 


Pay of Local Government Officers on War Service 


Dr. E_tior moved the second reading of the Local Govern- 
ment Staffs (War Service) Bill on September 4. It empowers 
local authorities and certain other authorities to make up the 
balance of the civil pay of their employees undertaking war 
service, including civil defence services. It is permissive. Mr. 
SORENSEN asked for an assurance that the Bill covered mental 
hospital committees. Dr. ELtiot said that so far as they were 
local government units they were covered by the Bill. The 
Bill was then read a second time. On September 5 it received 
the Royal Assent. 


Medical Examination for Defence Forces 


Clause 3 of the National Service (Armed Forces) Act deals 
with medical examination. It authorizes the Minister of 
Labour to make regulations determining the constitution 
of medical boards and for regulating their procedure. Such 
regulations may enable a medical board to direct a person 
to submit himself to examination by a consultant examiner. 
The Minister will by regulations determine the categories in 
which persons medically examined are to be placed by 
reference to their physical condition. The Minister is author- 
ized to pay to members of medical boards and to consultant 
examiners such fees and allowances as he determines in 
consultation with the Treasury. 


Alien Refugees 


Sir JoHN ANDERSON announced on September 4 that an 
Order in Council had been made amending the Aliens Order. 
All Germans, Austrians, and Czecho-Slovaks in this country 
would be reviewed by examiners with legal experience. A 
large proportion of the Germans and Austrians were refugees. 
and there was a general desire not to treat as enemies those 
who were friendly to this country. 


EPIDEMIOLOGICAL NOTES 


Infectious Diseases for the Week 


With the exceptions of enteric fever and acute poliomyelitis 
there has been little change in the incidence of the principal 
epidemic diseases in England and Wales since the previous 
week. The abnormal distribution of large numbers of subjects 
of susceptible age might be expected to lead to a decline in 
incidence in the large centres of population at the expense 
of rural and urban reception areas. That such a shift in 
incidence has not yet been observed may be due in part to 
the customary lag between exposure and onset and in part to 
the brief stay of many of the evacuated subjects in these 
areas. A warning has been issued in Bristol that ~ gravis ~ 
strains of diphtheria organisms have recently appeared in 
increasing numbers, and, in consequence, a greater use of 
active immunization is enjoined. The notifications in that 
city for the last four weeks—18. 16. 13. 17 (week under 
review) show that no appreciable increase in incidence has as 
yet followed the appearance of this virulent type. 
Notifications of enteric fever rose during the week from 
62 to 77. The counties principally affected were: Chester 13 
(Bebbington 12. Bollington 1): Essex 8 (Chelmsford :3. Southend. 
Chelmsford rural, Chigwell, Dunmow. and Lexden = and 
Winstree 1 each): Lancaster 8 (Manchester 3, Oldham, Bacup. 
Middleton. Rainford, Urmston 1 each): London 6 (Holborn 2. 
Hammersmith, St. Pancras, Wandsworth, Woolwich 1 each): 
Yorks, West Riding 6 (Bradford 2, Huddersfield. Leeds, 
Sheitield, Bingley 1 each): Kent 5 (Erith 2, Gravesend 2. 
Orpington 1). On the other hand, poliomyelitis dropped from 
34 to 21. The Kent outbreak, in which 12 new cases were 
recorded last week, has not spread, but possibly some notifica- 
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tions have not yet been received. The couniies chiefly affected 
were: Kent 3 (Dover. Erith, Orpington 1 each); Lancaster 3 
(Manchester 2, Swinton and Pendlebury 1); London 3 (Isling- 
ton, Wandsworth, Woolwich 1 each). 


Quarterly Return of Births, Deaths, and Marriages 


England and Wales.—\n the quarter ended June 30, 1939, 
there were 164.401 live births registered in England and 
Wales. or 222 more than in the corresponding quarter of 
1938, equivalent to an annual rate of 16 per 1,000 of the 
estimated mid-year population for the year 1938; of the total, 
84.168 were males and 80.233 females. giving a proportion of 
1.049 to 1,000, as compared with an average of 1,050 to 1,000 
in the second quarters of the preceding ten years. There were 
6.317 stillbirths during the quarter, 322 less than 1938. and 
3.7 per cent. of the total births registered. Deaths (excluding 
stillbirths) numbered 120.433, or 33,725 less than in the pre- 
ceding quarter but 1.245 more than in the corresponding 
quarter of 1938, equivalent to an annual rate of 11.7 per 1,000 
of the population, or 0.1 above that recorded for 1938. Infant 
mortality was 48 per 1.000 registered live births. 8 per 1,006 
below the average of the ten preceding second quarters. The 
highest death rates from epidemic diseases recorded were 
0.39 from measles in West Bromwich, 0.4 from whooping- 
cough in West Hartlepool, 0.29 from diphtheria in South 
Shields, and 0.71 from influenza in Merthyr Tydfil. High 
rates from influenza were also recorded in Walsall 0.6, 
Swansea 0.55, Twickenham 0.46, and Lincoln 0.45. Diarrhoea 
and enteritis in children under 2 vears led to death rates of 
19 in Southampton, 17.2 in Sunderland, 13.9 in Birmingham, 


2 


and 12.3 in Kingston-upon-Hull, Leeds, and St. Helens. 

Eire.—During the quarter, 14.468 births (7.436 males, 7,032 
females) were registered, corresponding to an annual rate of 
19.7 per 1,000 of the estimated population, and 0.2 below that 
for the second quarter of 1938. Deaths numbered 10,383 (5,422 
males, 4.961 females), equivalent to an annual rate of 14.2, 
or 0.8 above that for the same period of the preceding year, 
The infant mortality rate was 64, the same as in 1938. Deaths 
from the principal epidemic diseases decreased compared with 
1938. with the exception of typhoid fever and measles, for 
which the increases were 9 and 16 respectively. 

Northern Ireland.—There were 6,859 births — registered 
(3.483- males and 3,376 females) during the quarter, equiva- 
lent to an annual rate of 21.2 per 1,000 of the estimated 
population and 0.3 below the corresponding rate for 1938. 
Deaths numbered 4,371. corresponding to an annual rate 
of 13.5: this rate is 0.2 above that for the second quarter of 
1938 but 0.7 below the average for the ten years 1929-38. 
The infant mortality rate was 65, or 1 less than in 1938 and 
4 less than for the corresponding quarter of the five preceding 
years. The principal infectious diseases causing deaths were 
influenza, with a rate of 72 per 1,000 population, diarrhoea 
and enteritis under 2 years 68, whooping-cough 24, scarlet 
fever 13, diphtheria 11. 


Typhus Fever in North Africa 


A decline in the incidence of typhus fever in Tunisia was 
recorded during the four weeks ended August 12, 443 com- 
pared with 937 in the immediately preceding four weeks. In 
the first thirty-two weeks of 1939 there were 5.851 cases 
reported in the whole country, compared with 2,379 during 
the whole of 1938 and 3,778 in 1937. The regions of Sfax 
and Susa were the principal epidemic centres. In Morocco 
the disease was less prevalent than in 1938; during the first 
six months of 1939 about 1,100 cases were recorded com- 
pared with 6.800 during a similar period of 1938, when a 
severe epidemic was encountered. In Algeria the incidence in 
1939 was intermediate between that recorded in 1938 and 
1937. The majority of cases were in Constantine Depart: 
ment, in the districts of Constantine, Batna, and Sétif. 

Egypt has suffered severely this year: during the first six 
months 3,739 cases were notified compared with 2,389 and 
1.819 tor the corresponding periods of 1938 and 1937 respec- 
tively. The Delta provinces and Girga province in Uppet 
Egypt were principally affected. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the British Isles during the week ended September 2, 1939. 


Figures of Principal Notifiable Diseases for the week and those for the corresponding week last year, for : 
(b) London (administrative county). 


Wales (London included). 
the last 9 years for (a) and (b). 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, are for : 
(b) London (administrative county). 
(e) The 10 principal towns in Northern Ireland. 


a blank space denotes disease not notifiable or no return available. 


Wales (including London). 
in Eire. 
A dash — denotes no cases ; 


(c) Scotland. 


(c) The 16 principal towns in Scotland. 


(d) Eire. 


(e) Northern Ireland. 


(a) England and 
Median values for 


(a) The 126 great towns in England and 
(d) The 13 principal towns 






























































; , 1930-8 (Median Value 
Disease a 1938 (Corresponding Week) Corresponding Weeks) 
5 (a) (b) | (c) (d) | (e) (a) } (b) | (ec) (d) | (e) (a) (b) 
Cerebrospinal fever | 1] 3 if i7| 3] 5 
Deaths 1 - | 1 
Diphtheria... 756} 50} 104] 36{ 3591,130| 127] 163] 40] 221 906 139 
Deaths 14 ~ 4 2 3 19 4) 1 aul 
Dysentery | ie nN 26 4 7 - 46 12] 18 — > 
‘Deaths — 
Encephalitis lethargica, acute l l - 4| - I | 
Deaths 2 PA l 
Enteric (ty phoid and paratyphoid) fever. ah 6 1] 5 2 32 3 2 | 2 53 
Deaths ai , 1 - | — _ 2 — — 
Erysipelas- i 8 50 4 3 59 6 2 
Deaths | = 
Infective enter itis or yr diarr hoea under 2 2 years | 
Deaths .. 44 6 12 16 11 50 12 8 8 4 | 
Measles. 20 3 21 | 
Deaths 2? = 4 1 wu = | 
Ophth almia neonatorum .. 78 4 6 90 11 28 | 
Deaths | 
Pneumonia, influenzal*. 301 Pa) S l 24 279 18 5, 7) 379 28 
Deaths (from influenza) 8 l l _ - 10 2 ] — 
Pneumonia, primary 58 7 104 5 
Deaths 5 9 6 q 5 
Polio-encephalitis, acute l 9 Zz | 
Deaths = | 
Poliomyelitis, acute 21 3 -— 73 5 14 l 
Deaths = 
Puerper ral fever 3 3 8 I ~ 3 3 7 2 - 
Deaths 17 iT 
Puerperal pyrexia .. 146] 11 8 1} 149] a1] 23 : | 
Deaths 
Rel: ipsing fever i = 2. a iS 
Deaths 
Scarletfever = w. Stiwssti(‘( ett 08S} 98] 136] 4] S5HI391] 97] 282] 53] Sop 1,441 227 
Deaths 3 - _- : ! _ - l 2 
Smallpox wwe * : : | 
Deaths = 
Typhus fever wwe = es : 2 a 
Deaths - 
Whooping- cough ’ - ae ac en ee 36 171 10 | 
Deaths g' 4 — s' |! 4 Bs 
Deaths (O-I year) . 225 35 53 30 17] 243) 44 56 18 17 
Infant mortality rate (per 1,000 live births) 36| 30 4] 36 
Deaths (excluding stillbirths) . 3,656] 644] 518] 185] 11893713] 681] 531| 144] 128 | 
Annual death r rate (per 1,000 persons liv ing) . 9.0} 8.3] 10.5} 12.4] 10.49 9.1] 8.7! 10.8} 9.7] 11.3 | 
livebirths .. 7 ras “on 1,222] 858} 311] 210}6,413|1,153| 847] 304} 229 
Annual rate e per i 000 persons living 16.9| 15.7] 17.4} 20.9) 18.49 15.8] 14.7) 17.3} 20.6} 20.3 | 
Stillbirths Ee in a ae So 5 234 40 . 38 283 47 | 
Rate per 1,000 total births (including stillborn) 33 28 42 42 39 Z 





* Includes primary form in figures for England and Wales, 


+ Death from puerperal sepss. 


London (administrative county), and 


Northern Ireland, 
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All communications in regard to editorial business should be 
addressed to Ine EDITOR, British Mepicat Journac, B.M.A. 
House, Favistock SQuare, W.C.1. 

ORIGINAL ARTICLES and LEITIERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of ther communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proots. 
Authors over-seas should indicate on MSS. if reprints are 
required. as proots are not sent abroad. 

ADVERTISEMENIS.—AIl communications should be addressed 
to the Advertisement Manager (oflice hours 9 a.m. to 5 p.m.). 
Orders for copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 
B.M.A. House. 

The TrtepHone Numper of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TrteGrapHic ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitivlogy 

Westcent, London. 
SECRETARY, Medisecra Westcent. London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens. Edinburgh (telegrams: Associate, Edinburgh; | tele- 
phone 24361 Edinburgh), and of the Office of the Cumann 
Doctidiri na h-Eireann (1.M.A. and B.M.A.), 18, Kildare Street, 
Dublin (telegrams: Bacillus, Dublin; telephone 62550 Dublin). 


QUERIES AND ANSWERS 


** Repeating’ Hypodermic Syringe 

Dr. R. Stewart KENNEDY (West Riding Mental Hospital, 
Sheftield) writes: Perhaps some of your readers or adver- 
tisers are able to inform me where I may obtain an instru- 
ment which I believe to have been a Service issue some 
years ago. I refer to the “repeating” hypodermic syringe, 
which consisted of an ordinary syringe to which was 
attached, by means of a small tube containing a simple 
“non-return ” ball-valve, a metal reservoir. It seems to me 
that the resuscitation of this instrument is now due, and 
that the advantage of being able to give repeated doses of 
morphine to a group of severely injured civilian casualties 
in such a rapid and simple way is manifestly desirable. 
Various instrument makers have replied to my inquiry 
that the syringe, if they ever made it, is discontinued. 


Sugar, White and Brown 


Mr. GrirriTH Evans, F.R.C.S. (Bryn Tég, Carnarvon), writes: 
The article by Mr. Sidney W. Cole in the Journal of August 
12 (p. 340) comes at a time when many of us are persuading 
people to eat fresh natural and whole foods, and in so doing 
advocate cane rather than beet sugar. The sugar I advise 
for children’s porridge is the soft dark brown variety in the 
belief that, in common with treacle, it contains dextrimaltose 
and acetylcholine and is on that account an_ intestinal 
stimulant. Even in Nutrition and the Public Health (p. 14) 
we read that “sugar is better when . a tropical sun has 
transmitted sweetness through the cane.” Is it possible to 
have more information on this subject? 


Income Tax 
Division of Partnership Assessment 


“D. M.” is a member of a firm whose partnership deed pro- 
vides for a division of the gross receipts less expenses 
common to the partnership and for the ™ personal” 
expenses of the partners—car, house, surgery, and waiting 
room, etc.—to be borne by each partner out of his share. 
How should the income tax assessment be divided? 


*, The division of the assessment should be on the same 
basis as that in which the profits are divided between the 
partners. It is not uncommon for the assessment to be 
divided in the same fractional parts as the gross receipts less 
common expenses, but this is strictly incorrect and may 
result in unfairness as between the partners—for example, if 
one partner's semi-personal expenses are relatively heavy it 
would be inequitable for that to operate to reduce the 
taxation of the other partners at his expense. We cannot 


therefore advise our correspondent to contest the view taken 
by the local inspector of taxes. 





LETTERS, NOTES, ETC. 


Foreign Body in the Nose 


Dr. F. D. BANA with reference to Dr. J. D. 
Durance’s note (June 3, p. 1164) on finding a golf ball ip 
the vagina of a patient, and the hiding of bank notes as 
reported in the Journal of May 13 (p. 967) by Mr. Tan 
Fraser. writes: A very common foreign body in Indian 
children, I found, is the seed of the tamarind fixed invariably 
very tightly in the nostril. It gives rise to a painful external 
swelling with offensive-smelling muco-pus dribbling — out 
of the nose. Parents are unable to associate the swelling 
with any foreign body, the child having forgotten the 
insertion or being afraid to relate it. The tamarind seed 
is a flat lozenge-shaped or square body about half an inch 
square and a quarter of an inch thick, and once past the 
anterior end of the inferior turbinal gets firmly wedged 
between it and the septum. The moisture in the nose causes 
swelling of the outer coat or skin of the seed and also of the 
cotyledons, and one sees a beautiful picture of a one-sided 
round swelling jutting out on the face. Removal is often 
difficult and gives rise to haemorrhagic discharge through 
wWeeration, but this soon heals up. When removed the flat 
seed is found to be converted into an almost rounded body 
like a big ripe berry with its skin broken in places. 


Work of the N.S.P.C.C. 


The National Society for the Prevention of Cruelty to Children 
has given a “helping hand™ to 5,000,000 boys and girls 
during its fifty-five years’ existence. It now extends help 
to more than 120,000 children a year in all parts of England, 
Wales. and Ireland, and the work ranges from carrying 
sick children to hospitals for treatment and aiding worn-out 
mothers to get a restful holiday to bringing cases of serious 
ill treatment of children before the courts for prosecution. 
During the past year nearly 80,000 neglected children and 
more than 11.000 children who were ill treated by their 
parents received help or protection. Advice or warnings 
were given to 46,120 adults, but the society took action 
leading to prosecution in only 579 cases, representing less 
than | per cent. of the families or households concerned. 
A further 550 cases in which it initiated proceedings were 
dealt with in the juvenile courts. The N.S.P.C.C. began 
work with a shelter in Harpur Street. Bloomsbury, in 1884; 
it has now 3,389 centres and a staff of 271 inspectors. 
Legislative campaigns, which produced as a first result the 
Prevention of Cruelty and Protection of Children Act of 
1889 and Jater the Children Act of 1908, contributed greatly 
to the advancement of the work. Some cases of ill 
treatment are still as vile as those of fifty vears ago, but 
a large number are due to the parents’ ignorance or poverty. 
The whole trend of the work to-day is towards prevention 
and care, and the inspectors are the trusted friends of 
thousands of poor mothers and fathers up and down the 
country. The N.S.P.C.C. believes that the proper place 
for a child is in the home, and its agents do all in their 
power. by advice or warning, to make an_ unsatisfactory 
home fit for the children who belong there. They undertake 
never to divulge the name of anyone reporting a genuine 
case of hardship. 


Guide to Official Statistics 

In the use of statistics the importance of reference to original 
sources of information needs no emphasis, and the authorita- 
tive statistical record of changing social and economic values 
compiled by State Departments ts of vital interest to students 
of national affairs. The diversity of subjects presented in 
official reports, returns, and special surveys is, however, so 
vast that without special assistance a reference to the whole 
of the information bearing on a particular subject would 
entail prolonged research among several hundred volumes. 
Invaluable help in this matter is provided in the Guide to 
Current Official Statistics, a work produced under the 
auspices of a committee of official statisticians. In_ this 
volume every subject on which official statistics are avail- 
able is included in an alphabetical list. and on reference to 
the appropriate heading the inquirer will find descriptions as 
regards date, detail, and mode of analysis of all the statistics 
available, together with a note of the official publications in 
which they appear. Volume XVII of the Guide, relating 
to the whole of the official statistics published in 1938, Is 
now ready. It contains 404 pages, and is obtainable from 
the sale offices of H.M. Stationery Office or through any 
bookseiler for one shilling (by post Is. Sd.). 


(Bombay), 
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